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BONE TRANSPLANTATION WITH AUTO- 
GENOUS SLIDING GRAFTS AND 
BONE NAILS. 


RayMmonp C. Turck, M.D., F.A.C.S., 
Surgeon to St. Luke’s Hospital, 
JACKSONVILLE, FLoripA. 


The operation herein described combines advan- 
tageous features of several operations together 
with a few original procedures. It seems to fulfill 
most satisfactorily the indications in certain types 
of ununited fracture, especially fracture of the 
tibia, and it does away completely with the neces- 
sity of cutting into both legs, thus reducing the 
danger of infection by almost one-half. It pro- 
vides for adequate fixation of the transplant with- 
out the introduction of any metallic or other foreign 
body. The whole procedure is the evolution of an 
effort to do away with the insertion of all types of 
unabsorbable material, hecause, of the necessity for 
its later removal in a large percentage of cases, and 
because it is apparently proven that, though effi- 
cient and sound in many clean cases, bone union 
in the presence of foreign material is usually de- 


layed. Further, the operation finds its greatest use- 
fulness in cases where union by plate or wire has 
signally failed. The ‘sliding transplant has also 
been used in recent cases with most satisfactory 
results, 

The method is a direct result of a study of the 
case shown in figures 1 and 2. The man had a 
badly comminuted fracture of the lower third of 
the tibia with a simple fracture of the upper third 
of the fibula (Fig. 1). Immediate operation was 
decided upon and performed August 25, 1913. 
Numerous fragments were removed and the largest 
of them placed in the salt solution. This left a 
gap in the bone nearly five inches in length. To fill 
this gap a long bone splinter was trimmed and 
driven into the medullary cavity of the upper and 
lower fragments, the canals having first been vivi- 
fied with the Murphy reamer. A radiograph taken 
October 9, 1913 (in the seventh week after opera- 
tion) is shown in figure 2. Attention is called to 
the enormous bony callus completely surrounding 
the graft and more than filling the gap in the bone. 
There was necessarily primary union and absence 
of infection. An application of the deductions from 


this case resulted in the operation illustrated in fig- 
ures 6 and 7. : 

It seemed logical to presume that a bone graft 
might be taken from a healthy section of the frac- 
tured bone and transplanted to the desired area, and 
that the gap left would fill in while the fracture is 
healing. Disability of the other limb and added 
suffering of the patient would be prevented and 


Fig. 1. (P. W.) Extensively comminuted fracture of the tibia, 
Simple fracture upper third of fibula. 


the danger of infection reduced. Experimental 
work resulted in the evolution of the living bone 
nail, taken also from the fractured boné. 

The first complete sliding graft with autogenous 
bone nails was made January 28, 1914, at St. 
Luke’s Hospital, for an ununited fracture of the 
tibia of three months’ standing (Fig. 3). The re- 


sult was pleasing and the patient walked without 
support in eight weeks. The condition on February 
20, 1914, is shown in figure 4, and on March 20, 
1914, in figure 5. 


Fig. 2. (P. W.) Result seven weeks after removal of loose 
bone and insertion of large autogenous intra-medullary graft. At- 
tention is called to the enormous callus more than filling the gap 
in the bone. 

Similar cases, all tibia fractures, have been 
equally successful. That the method is practical 
is further emphasized by the fact that Albee has 
used and described a somewhat similar sliding in- 


sert graft held with autogenous bone dowels (New 


‘York Med. Journal, May 23, 1914). 


It will be noted that in the method herein pre- 
sented, the transplant is inlaid in the prepared 
medullary canal of one fragment and driven into 
the medullary canal of the other; maximum 
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strength is thus provided for. The bone nails are 
trimmed squarely and driven in %-inch round 
holes, utilizing the principle of the square boat nail 
for gre-ter holding power. 
The technic of the operation is as follows: 
Pre-operative. Forty-eight hours before opera- 


Fig. 3. 
thonths’ standing. 


tion the limb is carefully cleaned with tincture of 
green soap and water, using gauze sponges, never 
a brush. A safety razor is used for shaving, taking 
care not to cut or scrape the skin. The field is 
then washed for five minutes with alcohol, and a 
thick dressing wet with a solution of mercuric 
iodide, 1-20000, is applied and kept constantly moist. 
(For convenience and accuracy in preparing the 
solution, McClintock’s germicidal discs are used.) 


(H. T. C.) Ununited fracture of the tibia of three 
Operation January 28, 4 


Fig. 4. (H. T. C.) Result February 20, 1914, showing the auto- 
enous sliding graft driven into the prepared medullary canal be- 
ow, imbedded above, and held by an autogenous bone nail. 
Callus beginning. 
The evening before operation the first dressing is 
removed, the field again washed with alcohol and 
a fresh wet iodide dressing applied, to be kept 
moist and left undisturbed until removed in the 


operating room. 


Radiograph 


Fig. 5. (H. T. C.) Same case as figures 3 and 4. 
Patient 


taken March 20, 1914, showing sound, smooth union. 
walking. 


Operating room preparation. The wet dressing 
is removed and, if work is to be done on the tibia 


for instance, the entire foot, leg and lower third of 
the thigh are wiped with iodine in benzine, then 
painted with 3% per cent. tincture of iodine. After 
the latter coat has dried, the excess is wiped away 
with alcohol sponges. All applications are made 
with gauze held in long-handled forceps. Fingers 
do not touch skin, sponges or anything that comes 
in contact with the operative field. 


Fig. 6. Showing space left in bone after sliding graft has been 
cut out. Medullary canal of upper fragment chiseled out to re- 
ceive prepared graft. Cross section shows direction of saw or 
chisel cuts in removing graft. Dotted lines show approximately 
extent of vivification m medullary canal. 


A sterile towel is wrapped around the leg; the 
foot and the knee and lower thigh are bandaged 
with sterile gauze bandages (Fig. 8). To totally 


eliminate finger contact, the bandages may be rolled 
on 6-inch glass rods, sterilized, and applied by hold- 
ing the rod, without having been touched by fingers. 


Lateral view showing sliding bone graft driven into 
imbedded in prepared channel above, and 
nails. Cross section shows direction of 
through imbedded transplant and _ bone. 
to each other the holding power of two 


Fig. 7. 
reamed out canal below, 
held with living bone 
drill holes and nails 
Placed at right angles 
nails is efficient. 


A straight cut with a knife is made through 
towel and skin and superficial fascia. The edges 
of the towel are then fastened to the edge of the 
cut skin; the skin, with its potentialities for wound 


Fig. 8. Leg prepared for operation—covered by sterile towels, 
foot and knee bandaged. After skin incision the borders of the 
slit in the towel are fastened to the skin edges with Michel clips. 
The tenacula shown are no longer used since in placing them they 
must necessarily have been touched by fingers. 


contamination, is thus eliminated. We first fastened 
the towel, or gauze, or rubber dam to the skin 
edges with small tenacula, later with silkworm gut, 
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the needle being passed from within outward, but 
this latter procedure consumed much time because 
of knot-tying with forceps. At present we use the 
Michel clips, so that fastening the protective is but 
a matter of a few seconds. (This suggestion was 
made by a specialist in internal medicine. In the 
course of the development of an absolutely finger- 
free bone technic the comments of the medical spec- 
tators have been most helpful, if often caustic. 
Further I found that asking a trained surgical nurse 
to watch every move made by the operator and as- 


Fig. 9. Self-retaining retractor, adjustable in all directions. The 
— prongs are used in shallow, the long prongs in deep 
sistant as invaluable in correcting many minor as 
well as major technical errors.) 

Operative technic. Instruments are taken from 
the sterilizing tray with forceps and arranged on 
the table so that working parts do not touch han- 
dles ; this order is maintained throughout the oper- 
ation. Gauze sponges, etc., are handled only with 
forceps ; hot salt packs, if used, are wrung out with 
forceps; and, in general, as has been so emphasized 
by Mr. Lane and others, fingers never touch the 
wound or anything that ever comes in contact with 


the wound, nor does anything that goes into the 
wound ever touch skin. Were it not for the prob- 
ability of dropping perspiration, aseptic bone sur- 
gery might be done with operator, assistants, and 
nurses working with ungloved and unsterile hands. 
It is well to have every one connected with a bone 
operation consider their gloved hands unsterile and 
do their work with that in mind. 

Instruments after being used once are thrown 
into a basin of mercuric iodide solution, 1/20000, 
rinsed by the instrument nurse and placed on the 
working tray so that the handles do not contam- 


Fig. 10. The ring method of holding the sliding graft. The 
graft is driven into the reamed out medullary cavity in one frag- 
ment and held by an intact ring of bone in the other; no nails or 
pins are necessary. This method is only practical in the humerus 
and femur or when fragments can be separated. 


inate working parts of other instruments. Before 
going back to the main instrument table they must 
be resterilized. 

Instruments in constant use are kept on the work- 
ing tray; the criterion of asepsis here is that the 
tray towel must never be blood-stained, the instru- 
ments having gone through the iodide solution as 
before stated, and are never thrown down in dis- 
order. 

Sponging is done with gauze pads held in long 
sponge forceps, used but once and then discarded. 

Torsion, pressure, hot salt packs, or the Fergu- 
son angiotribe forceps are all agents for the con- 


Fig. 11. (Actual size.) Cross sections of an average human 


adult male tibia. 
A—Center of lower third; B—Middle third; C—Junction of upper 
and middle thirds; D—Upper third. 


trol of hemorrhage. Should a large vessel require 
ligation, plain catgut is used, and tied with forceps. 
If suture material is used in needles, the thread- 
ing, placing, and tying are all done with forceps. 
The soft tissues having been elevated from the 
bone, a_ self-retaining adjustable rectractor is 
placed. I have modified a self-retaining abdominal 
retractor, lengthening the sliding arms, and fitting 
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thereon four sliding pronged retractors (Fig. 9). 
It will be noted that two sizes are used—the long 
prongs for thigh work, the short prongs for work 
about legs and forearms—two, three or four of the 
prongs may be employed, and the wound adjusted 
at will. 

Technic of sliding transplant. The bone having 
been thoroughly exposed the fracture area is cleared 
and elevated, and in old cases the excess of callus 
is cut away. The bone ends are trimmed so that 
they will approximate nicely. 

The short fragment is elevated and its medullary 
cavity reamed out; care must be exercised in old 
cases that the freshening extends well beyond the 
area of sclerosis into healthy bone. The transplant 
must be taken from above or below the sclerosed 
area. It is cut from the long fragment, by chisel 
or electric saw, as shown in figure 7. The cuts 
should slant downward and inward toward the 
medullary canal and should be started about % 
inch each side of the crest. This should give a 
total width through the center of the graft of at 
least % inch. In old cases the sclerosed ends are 
cut away. 

The medullary canal of the long fragment is 
gouged or chiseled out as shown in figure 6. The 
graft is then trimmed so that it will drive snugly 
into the reamed medullary canal and imbed firmly 
in the groove in the other fragment with the crest 
up. 

This cutting and fitting may be done with saw or 
biting forceps, but I have found that a vise and an 
ordinary cabinet maker’s rasp render the work both 
easy and rapid. An ordinary iron vise, puchasable 
at any hardware store for 75 cents, and nickel-plated 
at a cost of 50 cents, is quite satisfactory. 

The graft having been placed and the fragments 
approximated, the transplant and bone are drilled 
with %-inch or 3/16-inch drills, and nailed with 
bone nails. The nails are fashioned with bone- 
cutting forceps and rasp from splinters which have 
been cut from’ the bone at the time the graft is 
removed. In the tibia, we have found it best to 
take material for bone nails from the side of the 
bone rather than the crest, since the latter is denser 
and more brittle. 

The wound is closed with Michel clips, a carbolic 
dressing is applied, and the limb put up in plaster, 
taking care to immobilize joints above and below 
the fractured area. 

The ring method of holding transplants. This 
method is applicable to single round bones. The 
medullary canals of both fragments are reamed 
out. The graft is lifted from the bone far enough 


away from the fractured area so that a ring at least 
one inch in width is left. The graft is then in- 
serted as in the usual intra-medullary operation; 
no nail, wire suture is necessary. 

This method may be used in any case where both 
fragments can be elevated, and it is also applicable 
to cases where moderate gaps exist. : 

In bone transplantation, particularly in intra- 
medullary bone grafting, some consideration of the 
size and thicknesses of bone, especially of the tibia, 
and diameter of the medullary canals seems impor- 
tant. 

Attention is called to the tibial cross sections 
shown in figure 11. The varying sizes of the canal 
and thicknesses of bone from, which grafts may 
be taken are worthy of notice. 

We have tried several dowel cutters, but have 
found them impractical in tibial work because of 
the difficulty of getting bone of sufficient thickness 
to make round dowels large enough to fill the me- 
dullary canal except in the middle third of the bone. 
A transplant trimmed to an exact fit with the rasp 
seems to fulfill all requirements. 


THE SEVENTH INTERNATIONAL CONGRESS FOR 
OBSTETRICS AND GYNECOLOGY. 
‘New York, September 13-17, 1915. 

The Seventh International Congress for Ob- 
stetrics and Gynecology will convene in New York 
City, U. S. A., on September 13, 1915, and the Sci- 
entific Session will be held on September 14, 15, 
16 and 17, 1915. 

There will be one scientific session each day from 
9 to 1 and the afternoons will be devoted to clinics, 
etc. 

The following is an outline of the scientific pro- 
gram: 

Ist theme: The Remote Results of Operations 
for the Relief of Retrodisplacements of the Uterus, 
Both Simple and Complicated. Reporter, Prof. Th. 
H. Van der Velde, Haarlem, Holland. 

2d theme: The Treatment of Puerperal Infec- 
tions. Reporter, Dr. Edward P. Davis, Philadel- 
phia, Pa., U. S. A. 

A prominent feature of the program will be: The 
Value of Radioactivity in Gynecological Thera- 
peutics ; lst, Roentgen Ray; 2d, Radium; 3d, Meso- 
thorium. This may be discussed in individual pa- 
pers or in the form of reports. 

Friday, September 17th: Miscellaneous Papers. 

National societies are encouraged to discuss these 
subjects at least eight months before the meeting 
of the Congress, and to have reporters collect and 
digest the discussions and report their conclusions. 
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BONE REGENERATION: AN EXPERIMEN- 
TAL STUDY.* 
IsiporE Coun, M.D., 


Junior Surgeon, Touro Infirmary; Lecturer and Demon- 
strator Minor Surgery, Tulane University, 


New Or eans, La. 


The problem herein discussed is not a new one, 
but it has more interest for us to-day than it had 
for our predecessors. In an endeavor to find out 
from the literature of the past what theories have 
been held regarding regeneration of bone, I nat- 
urally turned to the question of repair of fractures, 
as it seemed to me the only phase of the subject 
which must have been known to the ancients. Hip- 
pocrates held that callus was formed from the mar- 
row, as the marrow was thought to be the nutritious 
juice of the bone. Galen held that callus was due 
to excessive nutritious juice brought to the bone 
by the blood. In 1609, Jacque de Marque demon- 
strated that marrow could not of itself furnish the 
materials for callus. In 1741, Duhamel attributed 
callus to the ossification of the periosteum and of 
the medullary tissue. In 1859, Malgaigne, in his 
surgery, stated: “To sum up, then, callus is formed 
by an effusion of plastic lymph probably secreted 
from the periosteum and the medullary tissue, per- 
haps also by the surface of the fracture.” 

Antivivisection sentiment was so strong prior 
to this time that a surgeon (Jobi Merken, 1682) 
had been threatened with excommunication because 
he had placed a piece of dog’s skull in a defect in 
the skull of a soldier. 

This being the case, we can understand that 
knowledge of the function of the periosteum and 
bone fragments marked time. However, in 1867, 
Ollier’s illuminating work appeared. He stated 
that it was the periosteum which lived and that the 
bone died and was replaced by vascular granulation 
tissue from the periosteum. This view is still held 
by the majority of authorities, if we can take a 
review of the literature as an index of the senti- 
ment of the profession. 

In 1907, we find that Axhausen,’ after a study of 
an amputation stump in which a defect in the meta- 
tarsus had been replaced by a transplant from the 
tibia fifty-one days prior to the amputation, states: 
“Bone cells do not possess the property of form- 
ing new bone. This is exclusively the property of 
periosteum and the bone marrow. The 
implanted bone dies throughout and is replaced by 
new bone from the periosteum and bone marrow.” 

In 1910, Janeway? successfully transplanted 


rpnnual Address, Academy of Medicine, Nashville, Tenn., Jan- 
ry 
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fresh bone with adherent periosteum. The radio- 
graphs of the case demonstrate a progressive in- 
crease in the size of the transplant. Janeway states: 
“We must assume as a result of the conclusions of 
research work (not his own) upon implanted bone 
and periosteum that the implanted bone itself had 
died, but that the periosteum and marrow had lived 
and replaced the old bone with new.” I do not 
think that his #-ray pictures bear out the assump- 
tion, as in none of them is there evidence of a rare- 
fying process which is characteristic of bone death. 
Janeway further tells us that all save David, Adam- 
ikiewicz, and Laurent agree on the osteo-conductive 
nature of transplants, and that all regenerative 
changes are solely due to the living and regenerative 
power of periosteum and marrow. He overlooks 
Sir William Macewen entirely, although the latter 
had published in 1909* cases of successful bone 
transplantation, done in one case thirty years be- 
fore; and in some of his cases Macewen had not 
transplanted periosteum with the bone. 

One case cited by Macewen was operated upon 
by him in 1878. This case was one of chronic 
osteomyelitis of the humerus in a child, age three 
years. After nine weeks’ treatment (drainage) the 
patient not having improved as desired, the entire 
humeral diaphysis was removed subperiosteally. 
Only at the proximal end was there any bone pro- 
jecting. The walls of the periosteal tunnel that 
was left gradually coalesced without the formation 
of new bone. Fifteen months later the parents 
brought the boy back to have the arm removed 
because it was worse than useless. Instead of am- 
putating, transplants from the anterior aspect of 
the tibia of another patient were made. These 
transplants were cut into minute fragments, irre- 
spective of the periosteum. The bulk of the frag- 
ments had no periosteum adhering to them, having 
been taken from the interior of the bone. These 
were deposited into the muscular sulcus. Two 
months later new bone one inch in length, three- 
fourths inch in thickness, was attached to the upper 
fragment of the humerus. All the grafts prolifer- 
ated, grew to one another, and to the proximal por- 
tion. The patient, now a man, has a useful arm, 
the humerus measuring eleven inches. This brings 
us down to the interesting contributions to this sub- 
ject by John B. Murphy. 

In 1912, Murphy* stated: 

1. “The periosteum fully detached from bone 
and transplanted into a fatty or muscle tissue bed 
in the same individual, if he be young, may pro- 
duce a lasting bone deposit. 

2. “Periosteal strips elevated at one end and at- 


h 
le 
a, 
r- 
~ 
i 
al 
Ly i ‘ 
e | 
of i 
SS 
e- | 
le. 
sp 
4 
b- 
rk 
i- 
5; 
4 
ym 
q 
ns 
1S, 
a 
el- 
he 
a- 
S. 
Se 
Ing i 
nd 


AMERICAN 
JourNaAL oF SurGErRY. 


414 


CoHN—BONE REGENERATION. 


NovemsBer, 1914, 


tached at the other, if turned out into muscle, re- 
produce regularly bone on their under surface. 

3. “Bone transplanted without the periosteum 
into muscle or cellular tissue always dies and is ulti- 
mately absorbed. . 

4. “The graft is per se not osteogenetic but oste- 
oconductive.” 

In 1913, Murphy® seemed to have changed his 
views, as follows: 

1. “Normal periosteum completely detached 
from bone and transplanted into a muscle tissue 
bed in the same individual, if he be young, may 
produce a permanent bone deposit, but only if osteo- 
blasts remain attached to the lower layer of the 
periosteum. The periosteum of itself is not oste- 
ogenetic ; it is rather a limiting membrane.” 

2. Statement 2 of 1912 is modified by adding, 
“But not unless there are osteoblasts attached to 
it.” 

Macewen, the pioneer of ‘new thought in this 
field, states: 

1. “The periosteum has no osteogenetic funtion.” 

2. ‘Where bone is said to have been reproduced 
from periosteum bone plaques must have been 
raised with the periosteum.” 

3. “It has been shown that the bone from the 
diaphysis can be transplanted in bulk and that it 


grows without the intervention of periosteum.” 
Albee, of New York, has recently added con- 
firmatory evidence of part of Macewen’s work. In 
his summary he tells us that “it seems to be largely 
a question of definition of what the periosteum is 
and. what it includes as to whether it is osteogenetic 


or not.” Let us, then, turn our attention for a few 
moments to this question. 

We find two definitions of periosteum. Accord- 
ing to one, periosteum is made up of three layers: 
(1) an outer fibrous layer possessing blood-vessels, 
(2) an inner fibro-elastic layer made up of elastic 
fibers and containing lymph spaces, (3) an oste- 
ogenetic layer. According to the other definition, 
periosteum is a fibrous membrane composed of two 
layers, the inner of which contains many elastic 
fibers and blood-vessels. Beside these two recog- 
nized layers, however, there is a quantity of loose 
areolar tissue existing between the inner of the two 
layers and the bone. It is sufficiently loose to per- 
mit of easy penetration by the osteoblasts from the 
underlying osseous tissue. In healthy adult life the 
subperiosteal areolar space contains few or no oste- 
oblasts. 

As a result of such divergent views concerning 
the nature of the periosteum have arisen the pres- 
ent-day theories concerning the function of the 


periosteum. As we have seen, the majority of 
observers believe with Ollier that periosteum is the 
chief regenerator of bone. 

Macewen’s view is as follows: 

1. The periosteum aids in the nutrition of bone 
because of its abundant blood supply which is dis- 
tributed through the haversian canals to the bone. 

2. The periosteum is a limiting membrane. 

3. Since its contains no osteoblasts, no osteo- 
blastic reproduction can ensue from periosteum 
which is detached from the bone. 

4. In cases where bone is said to have been pro- 
duced from transplanted periosteum, bone plaques 
must have been raised from the bone in process of 
removal of the periosteum, and have been trans- 
ferred along with it. 

Believing, as I do, as a result of experimental 
data, the latter theory of the function of the perios- 
teum, there must be found a suitable explanation of 


Fig. 1. Section from’ periosteum—free bone transplant into 
rectus muscle. Low power. (1) Newly formed connective tissue 
envelope, i. €., new periosteum. (2) Rapidly growing periosteum. 
<), connective tissue. (4) The black areas are 
the regeneration of bone through the agency of the 
osteoblast, the embryonic bone cell 

1. Primary ossification proceeds through carti- 
lage; in fact, the osteoblast is the result of division 
and liberation of the nuclei of cartilage cells. 

2. Primary periosteum is a connective tissue tube 
in which the centers of ossification are laid down. 
Without the deposition of such centers of ossifica- 
tion, bone is not formed and there is then any one 
of the possible congenital anomalies due to the ab- 
sence of a part (acheiria). 

3. Bone is living tissue, and as such must under- 
go a constant process of renewal and repair. Such 
changes can only occur, according to Macewen, as 
follows: 

4. Following stimuli to bone, the cells on the 
interior proliferate, and escape through the Haver- 
sian canals into the subperiosteal space; there they 
find room for proliferation and may ultimately 
contribute to the breadth of the shaft. 

With this brief and incomplete review of the 
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past and present opinions of these questions, I shall 
consider some of the experiments that we have car- 
ried on during the past nine months. 

We have not nearly completed what we have 
planned, and should there be contained in these 
statements anything which is afterward proven in- 
correct, we expect to immediately acknowledge our 
error. 

As one can readily see, the main points of vari- 
ance among authorities are: 

1. Has the free bone transplant an inherent os- 
teogenetic function? 

2. Has the periosteum an osteogenetic function? 

3. Is periosteum necessary for bone growth? 

4. Is the periosteum a limiting membrane? 

Dogs, young and old, cats and rabbits have been 


2. High power field in the same section showing the 
=— proliferating bone-forming cells lining the Haversian sys- 
used in our experimental work. Ether anesthesia 
was used in the series. 

For the reason that the majority of observers 
has contended that bone transplants die, particu- 
larly if they are deprived of their own blood-sup- 
ply, of periosteum, and of contact with bone, we 
have subjected our bone transplants to these most 
adverse conditions. 

In one instance, pieces of a trephine button free 
of periosteum were transplanted into rectus muscle 
and omentum (Exp. 1); after six weeks micro- 
scopic examination revealed the presence of hard 
masses (bone) in the site of the transplants. 

In another experiment a subperiosteal resection 
of a rib was done and fragments of bone were 
placed in the rectus muscle, omentum, and spleen. 
Five weeks later we found that the bone was still 


where it had been transplanted. Histological ex- 
amination by my colleague, Prof. Gustav Mann, 
gave the following information: 

“The results of histological investigation show 
that after transplantation of a piece of rib into the 
rectus muscle, and into the spleen, and after wrap- 
ping up a fragment of bone in the omentum, there 
is no indication of absorption after five weeks. The 
piece in the omentum is least active; that in the 
spleen shows distinct signs of bone formation. The 
Howship’s lacunae on the surface are well marked; 
lying in the lacunae are osteoblasts. The best evi- 
dence of active bone proliferation was seen in the 
rectus muscle. The appearances seen here are 
identical with those seen in the jawbone of a newly 
born kitten. The bony trabeculae are lined with 
bone-forming cells arranged so close together as to 
almost form the palisade. From the projecting 
points of the trabeculae streamers of osteoblasts 
pass out into the surrounding tissues. It is always 
easy to tell whether any particular surface or tra- 
becula is actively engaged in bone formation be- 
cause of the deep staining of the cells and cell 
nuclei, for they will remain after the other cells 
have become decolorized.”’ 

In two experiments transplants free of perios- 
teum have been placed in the anterior chamber of 
the eye of a cat. In both instances the fragments © 
have increased in size. 

As a result of the information gained from these 
experiments we feel justified in stating that small 
free bone transplants do not always die, but may 
live and grow. In other words, thus far we believe 
with Macewen in the inherent osteogenetic func- 
tion of bone transplants. We are now conducting 
experiments relative to the large free bone trans- 
plants. 

The osteogenetic function of the periosteum, 
having been lauded by many and accepted by most, 
has been denied by Macewen, and only in the last 
article by Murphy has he receded from his former 
acceptance of that belief. 

A strip of periosteum which remained attached 
above was elevated from the shaft and made to 
surround a muscle bundle, after which we sutured 
the divided ends of periosteum (suggested by Mac- 
ewen). When the animal was killed six weeks 
later no bone growth had proceeded from the ele- 
vated periosteum. Periosteum was transplanted as 
a band around the carotid artery (twice, into the 
anterior chamber of the eye of a cat, and into the 
erector spinal muscle. In none of these experi- 
ments did we note the growth of bone from the 
periosteum. 
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Further, the periosteum showed less vitality than 
the bone transplants in the experiment on the eye, 
because we noted that the periosteum had been 
absorbed and the bone had grown. ' 

Is periosteum necessary for bone growth? That 
it is not seems clearly proven by the results of ex- 
periments dealing with Question 1. To satisfy our- 
selves further we removed the periosteum entirely 
from the shaft of growing bones, compared the two 
after six weeks, and found no difference in their 
diameters. Further, we fractured both tibiae in 
the same animal; on one side the periosteum had 
been previously stripped from the shaft above and 
below the proposed site of fracture; on the other 
side the periosteum was not removed. Callus was 
formed in large amounts, giving a perfect union 
on both sides. 

When periosteum was elevated from the shaft, 
in some instance nodules appeared on the cortex 
from which the periosteum had been removed. 

We see, then from these experiments that perios- 
teum is not essential for bone growth and that it 
acts as a limiting membrane. 

These last two facts are of great importance in 
respect to the future ideas governing the repair of 
fractures. 

CONCLUSIONS. 

1. We believe that small bony transplants are 
osteognenetic and not essentially osteoconductive. 

2. Periosteum has no osteogenetic function, but 
is rather a limiting membrane. 

3. Periosteum is not essential to the repair of 
defects in bone. 

I wish at this time to acknowledge my indebt- 
edness to Prof. Mann for the courtesies he has 
shown me. Had it not been for his willingness 
to assist me in this work I should have had to 
abandon it. During the entire time he has mani- 
fested marked interest in all details of the work. 
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DuopENAL ULCER. 


The results following gastro-enterostomy for 


duodenal ulcer are very good. But a small per- 
centage of cases may not be cured by this proced- 
ure and in these the excision of the ulcer with a 
plastic operation on the outlet of the stomach, while 
giving a slightly higher primary mortality, will yield 
a higher percentage of permanent cures—W. J. 
Mayo in The Lancet-Clinic. 


PYELOTOMY VS. NEPHROTOMY IN 
NEPHROLITHIASIS. 
Durry, A.B., 
TAMPA, FLORIDA. 


The object of this paper is to discuss the advan- 
tages and disadvantages of incision of the kidney 
parenchyma and pelvis, respectively, for the relief 
of stone—a matter about which great difference 
of opivion exists among the foremost operators. 

Henry Morris,’ in 1880, was the first to open an 
otherwise healthy kidney for the relief of stone. 
He incised the parenchyma. Following the lead 
of this great teacher, nephrotomy for stone has 
always been the popular operation among English- 
speaking surgeons. It is remarkable that Czerny 
as far back as 1880 advocated incision of the kid- 
ney pelvis, but up to within very recent times his 
views and those of his followers have been unpop- 
ular. However, there has been in the last few 
years considerable tendency for the pendulum to 
swing the other way. 

I have always practiced nephrotomy in the re- 
moval of renal calculus, fearing fistula from pyelot- 
omy, but an extremely grave hemorrhage in an 
otherwise simple case led me some time ago to 
modify my views to some extent. In that case, 
following the removal of a simple stone from an 
infected kidney, the wound in the kidney being 
closed with a tube drain, hemorrhage occurred on 
the fourth day and resisted all attempts at packing 
the wound. Nephrotomy was finally done on the 
sixth day when the patient was almost exsanguin- 
ated. On examining the kidney removed, all the 
sutures had held, and as far as could be determined 
the bleeding came from the eroded drainage tract. 
However, as this tract had been tightly packed to 
stop the hemorrhage, its raw appearance may have 
been due to this manipulation. 


ADVANTAGES OF NEPHROTOMY. 

In the first place, nephrotomy can be done with- 
out dislocating the kidney out of the wound. Hence 
in the case of a short pedicle, or of adhesions bind- 
ing the kidney down, it is obligatory. Israel? con- 
siders pyelotomy of but limited application because 
it is generally not possible to deliver the kidney 
out of the wound, an end he considers essential, 
for the proper opening of the pelvis and the later 
care of the wound. Kuemmel® also declared that 
large stones and those in the parenchyma of the 
kidney could not be removed by pyelotomy. 

All of the earlier writers accused pyelotomy of 
the formation of permanent fistulae. 

When suppuration exists and drainage is neces- 
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sary, nephrotomy is certainly to be preferred. It 
would seem to me that the main indications of 
nephrotomy are suppurative conditions of the kid- 
ney, inability to deliver the organ into the wound, 
and a branched condition of the pelvis with the 
stone in the primary branches, that is, high in the 
kidney substance. 


DISADVANTAGES OF NEPHROTOMY. 


The great objection to nephrotomy is hemor- 
rhage. This may come on at operation, or within 
twenty-four hours, or be deferred as long as three 
weeks following operation. It may be slight or 
fatal. Various causes have been assigned for this 
complication. It is said to occur quite as frequently 
in small incisions as in large. Mueller* considers 
arteriosclerosis the main factor. Neuhaeuser® be- 
lieves that the hemorrhage is due to distension of 
the pelvis and separation of the cut surfaces due 
to blocking of the ureter by a clot. Eisendrath® 
thinks that pressure of drainage material is the 
cause, but this would not explain hemorrhage in 
non-drainage cases. Belfield’ considers hemor- 
rhage to be always due to faulty technic. : 

That severe hemorrhage following nephrolith- 
otomy is by no means a rare complication is clear 
from the reports from the various clinics. Neu- 
haeuser® from Israel’s clinic reports nine per cent. 
of serious hemorrhage following nephrotomy with 
several deaths. Pleschner,® from Casper’s clinic, 
reports three cases of hemorrhage with one death. 
Zuckerkandl® reports two cases with one death. 
Baum® reports four cases with one death. Mak- 
kas 7° reports nineteen cases. Krotoszyner,™ 
Bevan,* and Jacobson** report fatalities also. 
There must be many fatalities from this source 
which never appear in the literature. 


At the time of operation, the hemorrhage can be 
controlled by pressure on the pedicle, either with a 
special clamp or by the fingers of the assistant. 
Approximation of the cut surfaces by through and 
through sutures of catgut are our reliance after 


operation. Lower,™* of Cleveland, claims to pre- 
vent post-operative hemorrhage by ligating the 
spurting vessels on the cut surface with fine chromic 
catgut. I have tried to do this, but gave it up as 
futile. 

The line of incision used in this country is the 
one suggested by M. Broedl,’® just posterior to the 
convex border of the kidney. The incision through 
this line is made parallel to the posterior surface 
of the kidney and runs through the division between 
anterior and posterior arterial trees. Zondek’® ad- 
vocated practically the same incision. Cullen and 
Derge? advised dividing the kidney with silver 


wire, and claim that the hemorrhage and scar for- 
mation are reduced one-half. However, these ob- 
servations were made on dogs, and the same rea- 
soning would not necessarily hold for kidneys ren- 
dered fibrous by disease. Complete bisections of the 
kidney will always carry along with it danger of 
hemorrhage, and it should not be necessary in these 
days of perfected radiography. 

PYELOTOMY. 

The last three years has shown a marked trend 
of favor toward pyelotomy for renal calculus. 
Eisendrath,*® Bazy,’® Casper,*® Baum,® Lower,** 
Gibbon,” Schenker,??_ Krotoszyner,’? and Cabot?* 
are all recent advocates of pyelotomy. 

It must be granted that pyelotomy cannot always 
be practised. In the first place, the kidney cannot 
always be delivered well up into the wound. To 
increase the ease of delivery, the twelfth rib may 
be excised. W. J. Mayo** advises the free ex- 
posure of the twelfth rib and the division of the 
quadratus and the lateral arcuate ligament which 
binds the rib to the transverse process of the first 
lumbar vertebra. He says this gives excellent ex- 
posure and obviates the necessity for rib resection. 
The dissection must be made with caution to avoid 
injury to the pleura. 

Again, the type of pelvis best adapted to pye- 
lotomy, the ampullary or sac-like, may not be pres- 
ent, but the pelvis may be branched, either bifid 
or trifid, and the stone may be lodged in one of the 
branches. Eisendrath'® finds the pelvis branched 
in twenty per cent. of the cases. A branched pel- 
vis is not on the whole suitable for incision for 
exploratory purposes. Indeed, incision of the pel- 
vis for exploration for stone is of doubtful benefit 
in any case. For in my experience one can feel 
as much by holding the kidney in one hand and 
hooking the index finger of the other in the kidney 
notch with the pelvis intact. 

With proper manipulation quite large stones can 
be removed through the incision in the pelvis. 
Garré reports the removal of a stone weighing 135 
grammes. 

-As to the incision itself, it is best made by ele- 
vating the pelvis with two stay-sutures and snip- 
ping a hole with fine scissors. Care should be taken 
to incise and reflect the layer of fatty tissue cov- 
ering the pelvis and to carefully displace any ves- 
sel that may be in the line of the proposed incision 
(W. J. Mayo*®). The incision is to be carefully 
closed with fine catgut unless it is intended to be 
drained, though if pus be present nephrotomy is 
the operation of choice. The incision should not 
reach the uretero-pelvic junction lest stricture of 
the ureter result from contraction. 
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Hemorrhage is not marked in pyelotomy as a 
rule, but it may occur. Writers of experience coun- 


sel gentle manipulation in delivering the stone lest 
marked bleeding follow. The bleeding seems to 
come from the stone tearing through the eroded 
pelvic wall into the surrounding venous plexus 
(Eisendrath’*). 

_ Fistulae following pyelotomy, formerly so feared, 
seem latterly to be much less frequent. The fatty 
layer covering the pelvis should be replaced. 
Payr’® advises fortifying the incision with a flap 
of the fibrous capsule of the kidney. The ureter 
should always be catheterized to insure that it is 
patent. 

In conclusion, from a review of my own experi- 
ences and those of others I am convinced that pye- 
lotomy is destined to win more and more over 
nephrotomy on the basis of its merits as a simpler 
and safer operation. 
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NYSTAGMUS AND CEREBELLAR DISEASE. 

Nystagmus is an irritative motor cerebellar phe- 
nomenon, since it may be produced in monkeys by 
irritation of the nuclei of the cerebellum. Cere- 
bellar nystagmus is usually manifest on turning the 
eyes towards the diseased side. Patients with 
cerebellar disease lie as a rule on the diseased side, 
because they cannot then turn the head toward that 
side and thereby the nystagmus, dizziness, and vom- 
iting are lessened. The localizing value of this 
symptom must not be placed too high—S. P. 
Kramer in The Lancet-Clinic. 


SUSPENSION LARYNGOSCOPY IN AMBU- 
LATORY PATIENTS. 


Louis G. Karmprer, B.S., M.D., 
Assistant, Ear, Nose and Throat, Out-Patient Department, 
Mt. Sinai. Hospital, 

New York. 


Although it is but little more than two years since 
Killian published his epoch-marking suspension 
laryngoscopy, many men have turned their atten- 
tion to this new procedure in the examination of 
the larynx. In my opinion it is to be regarded as 
an improvement in the technic of direct laryngos- 
copy as introduced by Kirstein, rather than as a 
new method of laryngeal examination. In the older 
method the handle of the speculum is held and 
steadied by the operator. This requires often great 
muscular effort and is very fatiguing, especially 
while operating through the speculum. In suspen- 
sion laryngoscopy the speculum is self-retaining 
and is supported by an adjustable mechanism. 

To review briefly the apparatus and its method 
of employment: It consists of two portions, the 
direct speculum and the suspension apparatus. The 
direct speculum is made up of a hook-shaped han- 
dle, at the lower end of which there is fastened 
a grooved spatula, V-shaped on cross section with 
its distal end bent slightly upward, flattened out and 
broader than the rest of the spatula.* It is fast- 
ened to the handle at a little less than a right angle. 
The spatulae are interchangeable and of different 
sizes for adults and for children, for males and for 
females. Later forms of spatulae in which there 
are movable central blades to raise and hold the 
epiglottis after the introduction of the spatula into 
the mouth and its adjustment on the tongue, have 
been devised by Albrecht. I have not met with 
any difficulties in the use of the original Killian 
spatula, and in fact the new form somewhat limits 
the field of vision and interferes in operative work. 

At the lower end of the handle there is a mouth- 
gag and an adjustable tooth plate which serve to 
hold open the mouth and to preserve the proper 
relations between the instrument and the head of 
the patient. 

The handle itself is 32 cm. long, curved slightly 
forward at its upper end and bent into a hook 
whereby the instrument is suspended from the 
crane. The original rigid handle of Killian has 
been modified by Albrecht and again by Killian 
himself, their object being to bring the point of 

*The speculum and the hook have undergone a number of modi- 
fications which in my opinion serve to complicate the technic 
and to make the procedure more painful and uncomfortable for 


the patient without materially increasing the size of the field of 
operation or rendering it more easy of approach. 
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suspension directly over the tip of the speculum. 
Albrecht does this by introducing a track at right 
angles to the shaft of the handle, on which the 
upper section moves backward or forward by means 
of a rack and pinion. In Killian’s new handle the 


upper portion has a circular motion whereby it is 
raised and lowered, thus bringing its extremity, 


when the lower portion is fixed, further forward 
or backward. In a number of experiments under- 


taken to determine the points of greatest pressure 
and the directions of the various forces at play on 
patients in the suspended position, it was found 
that there was least pressure on the larynx and 
therefore least likelihood of causing trauma or 
possible edema when the old handle of Killian was 
used. Practically, the modified handles furnish ad- 
ditional means of adjustment and are supplemental 
to the natero-posterior movement of the crane on 
its track. 

The crane has a horizontal arm which extends 
transversely across the table from which the pa- 
tient is suspended by means of the hook-shaped 
handle. It has a vertical and an antero-posterior 
motion. 

The patient is placed supine on the table, the 
head hanging free and held by an assistant. The 
tongue is drawn forward by the operator until it 
is just beyond the teeth. This is very important. 
If it be brought too far forward it will be caught 
between the teeth and the instrument and lacer- 
ated. If it be not brought out and held by the 
operator until the instrument is fixed the spatula 
will slip away from the surface of the tongue and 
the latter will fall away from the midline and ob- 
struct the field of vision so that it may be impos- 
sible to bring the anterior commissure into view. 

The spatula affixed to the handle is then passed 
into the mouth and downward until it is under the 
epiglottis. The distal end is raised until the larynx 
is brought into view, the mouth-gag is opened and 
the handle suspended from the crane. The instru- 
ment is manipulated by moving the crane backward 
and forward and up and down until the anterior 
commissure is brought into view. 

In our work we have adopted this as the stand- 
ard of a satisfactory suspension. It is, of course, 
not difficult to introduce the spatula under the epi- 
glottis and to lift it wp until one sees the arytenoids 
and the posterior portions of the cords, but the 
bringing of the anterior commissure into the field 
requires a proper adjustment of the head by manip- 
ulation of the crane until the proper relations be- 
tween the antero-posterior and vertical movements 
have been attained. This is not always possible, 
even by those who have become skilled in the use 


of the instrument. The same difficulties some- 
times encountered in the older methods of direct 
examination are met with this one—short,. thick 
neck, rigid muscles, a thick tongue, long, promi- 
nent incisor teeth or a larynx bound down by ad- 


hesions. 


Killian lays great stress upon the anesthesia and 
upon the anesthetic. Needless to say a complete 
relaxation of the muscles of the neck and the in- 


trinsic muscles of the larynx and tongue is neces- 
sary for the successful outcome of this procedure. 
In his adult patients, Killian uses scopolamine and 
morphine, the former solution freshly made, in two 
doses of 1/200 gr. scopolamine and 1/6 gr. mor- 
phine injected hypodermatically two hours and one 
hour before operation. If this be not sufficient he 
gives a third injection of half the above dose. As 
a local anesthetic he applies 20 per cent. cocaine, 
ten to twelve drops. to which is added a few drops 
of 1/1000 adrenalin solution. 


Fig. 1. 


I have used the suspension method for the last 
two years and have attempted to make it a routine 
procedure in out-patient work. In this I have met 
with success, having encountered very few patients 
who refused to allow the suspension a second time. 
Twenty per cent. cocaine and 1/1000 adrenalin are 
thoroughly applied directly to the larynx. Suffi- 
cient cocaine is coughed up to anesthetize the 
pharynx. In some cases the anesthetic was used 
as as spray, but the former method is preferable. 
Scopolamine and morphine cannot very well be 
used in out-patient work. After waiting for about 
ten minutes the patients are placed upon the table 
and the spatula is introduced. Only minor opera- 
tive work can be done if the patients are to be sent 
home. Most of the suspensions were undertaken 
for examination of the larynx when a good view 
could not be obtained by the ordinary indirect 
method. Specimens for examination and small 
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growths of the cords, such as papillomata, were re- 
moved. Cases of stubborn chronic laryngitis be- 
haved well under suspension treatment. The appli- 
cations can be made more directly to the lesions, 
and small amounts of strong solutions can be ap- 
plied with more benefit than with the methods 
commonly in vogue. 

After resting for a short while the patients are 
allowed to go home. In no cases were there any 
untoward results. There was no difficulty in 
breathing or in swallowing and only occasionally 
did a patient complain of a sore throat or of a sore 
tongue. Several patients complained of slight stiff- 
ness of the neck and pain for a few days after the 
procedure. 

The more extensive operations, those requiring 
general anesthesia or where there is a likelihood of 
the patient’s being suspended for some time, are 
not ambulatory cases. These patients are sent into 
the hospital and their treatment and the results 
therefrom do not come within the scope of this 
paper. 

In none of the ambulatory patients is the sus- 
pended position maintained for more than five or 
ten minutes. It must be remembered that these 
patients have been given no morphine and that they 
are fully conscious. They approach the procedure 
without a narcotic, and it is worthy of note that 
almost invariably they are willing to submit to fur- 
ther suspension. When one considers the class of 
patients one sees in the average out-patient depart- 
ment, their comparatively low average of intelli- 
gence, their often high-strung nervous organization, 
and their great fear of pain, it is evident that only 
a slight amount of pain or even of discomfort is 
caused by this method. 

The results of our work in this field have shown 
us that suspension laryngoscopy is capable of a 
wider range of usefulness than it has hitherto de- 
veloped, that it can be done on ambulatory patients 
for examination and minor operations under local 
anesthesia without having previously narcotized the 
patient with morphine, and that in adults at least 
it is an entirely justifiable procedure. 

616 Mapison AVENUE. 


CecaL TUMORS. 

The tumor formation of both malignant and tu- 
bercular ceca are very apt to be mistaken for ap- 
pendix abscesses. Sometimes, indeed, the malignant 
disease may have engrafted on to it some pus for- 
mation. A diagnosis of appendicitis in the aged 
should always be attended by a grave prognosis.— 
R. E. Ketrey in The Medical Press and Circular. 


STRAIGHT DIRECT LARYNGOSCOPY, 
BRONCHOSCOPY AND 
ESOPHAGOSCOPY. 

RicHarp Hatt Jounston, M.D., 


Clinical Professor of Laryngology in the University of 
Maryland; Laryngologist to St. Joseph’s German Hos- 
pital; Consulting Laryngologist to the South 
Baltimore Eye, Ear and Throat Hos- 
pital; the Jas. L. Kernan Hos- 
pital for Crippled 
Children. 


BALTIMORE, Mp. 


(Continued from October Number.) 

Some general remarks on the extraction of for- 
eign bodies. The subject of the removal of foreign 
bodies from the trachea and bronchi is of such im- 
portance that a few general remarks will not be 
amiss, though the writer may be accused of repeti- 
tion. In the beginning it may be said that when a 
foreign body is known to be present or is supposed 
from the symptoms, the sooner one operates the 
better. To wait even a short time for the patient 
to expel by coughing is dangerous and uncertain. 
Especially with such objects as beans and grains 
of corn is delay fraught with the most serious con- 
sequences, for, each minute, they are swelling, and 
if impacted in a bronchus, they will finally cut off 
all air to the lung, which will collapse. Then, in the 
effort at removal if the body should be dislodged 
and slip into the bronchus of the sound side, sud- 
den death would result because of the complete 
collapse of the other lung. These cases are ex- 
treme, but, in view of the fact that beans are al- 
ways difficult to extract, one cannot be too careful 
in their attempted removal. Cases of sudden death 
in children after the introduction of the broncho- 
scope, in which the only symptoms noted were stop- 
page of respiration and syanosis, were probably due 
to the above cause. Statistics show that only 20.5 
per cent. of all foreign bodies are expelled spon- 
taneously. Kahler, who collected data from bron- 
choscopists throughout the world, shows that in 
291 foreign bodies treated in 1910-1911, only thir- 
teen (4.5 per cent.) were unsuccessful, which is a 
great triumph for the bronchoscope. In no branch 
of medicine do fixed rules or methods enter less 
into operation than in the removal of foreign 
bodies. The skill of the operator, his personal in- 
genuity, and the knack of: making instruments to 
fulfill the requirements in cases out of the ordinary 
are of greater importance than rules of procedure. 
In certain cases the removal of the foreign body 
must be proceeded with, though pneumonia be 
present, for the only hope for the patient lies in 
successful operation. It is remarkable how quickly 
the disease clears up after the removal of the ob- 
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ject. The writer has mentioned the necessity of 
having tracheotomy instruments ready in every case 
of bronchoscopy, and this is of greater importance 
when a general anesthetic is administered. Success 
in the removal of foreign bodies depends upon 
many things, one of the most important of which 
may be designated “bronchoscopic judgment,” by 
which is meant the ability of the operator to judge 
of the patient’s stamina and vitality. Thus, a pa- 
tient who has had active symptoms for some days 
as dyspnea, cough, etc., will have to be handled 
most carefully as regards the time devoted to the 
examination. In such cases the question of tra- 
cheotomy has to be seriously considered as to 
whether the shock of the operation will be less than 
the attempted removal by high bronchoscopy. In 
children the examination must be made as quickly 
as is consistent with safety; by this the writer does 
not mean that one should hurry unnecessarily in 
passing the instruments, but the time of the opera- 
tion should not exceed fifteen or twenty minutes. 
In doing bronchoscopy one must proceed slowly 
for rapid work not only means danger to the patient 
from the rough use of instruments, but one is apt 
to overlook the foreign body. Repeated short ex- 
aminations are far better than one prolonged seance, 
especially in children. If general anesthesia is used, 
the shock is added to. It is quite probable that 
prolonged examinations in children under general 
anesthesia have resulted fatally after the removal 
of the foreign body. The question of tracheotomy 
is a difficult one to answer. In this country Jack- 
son prefers to do the high operation even in cases 
where a tracheal wound already exists, but he is 
an unsually skillful operator. In Europe, Brunings 
strongly advises opening the trachea in children 
under two years of age by “less practised workers.” 
3runings’ tubes are certainly large for infants, and 
one must extract the object through them in a 
very short time if he does not want edema of the 
glottis. The writer has demonstrated that one can 
become expert in the use of smaller tubes by prac- 
tice and the danger to the larynx is far less. In 
children with severe dyspnea and syanosis, the 
writer believes that tracheotomy with the immedi- 
ate passage of the bronchoscope is the safest method 
of procedure. The trachea can be opened and the 
bronchial examination made without anesthesia in 
young children, while in older children one can do 
the tracheotomy under local anesthesia and then, 
if necessary, give a general anesthesia for the bron- 
choscopy. In general the use of the smallest possi- 
ble forceps is an advantage, for one is able to see 
better around them. The writer prefers the Large 


forceps for the small tubes and the Brunings ex- 
tension instrument for large tubes. The Pfau for- 
ceps are used for larynx work and for removing 
microscopic specimens from all parts of the respira- 
tory tract. In adults, foreign bodies can often be 
removed with the patient sitting and the use of local 
anesthesia ; some patients, however, are so nervous 
that general anesthesia is safer. After the bron- 
choscope is in the trachea and the foreign body 
located, anesthetization of the membrane above the 
object must be done carefully so as not to push it 
further down. This can be done with the cotton 
carriers or with the spray apparatus already de- 
scribed ; with the latter there is no danger of push- 
ing the body down. For most foreign bodies the 
“claw” tip attached to the Brunings forceps is prob- 
ably the best grasping instrument; with it soft 
bodies such as beans, peanuts, etc., can be grasped 
without danger of breaking them up. In working 


without general anesthesia, the writer invariably 
gives a hypodermic injection of morphine and atro- 
pine, which quiets the patient and prevents the for- 
mation of secretion, which is a troublesome factor. 
For certain bodies special methods of extraction 
must be used; thus, for a collar button, Brunings 
has a tip which grasps the button by its broad base 


so that it cannot slip off. He also has a snare for 
removing needles, nails, etc., that lie obliquely 
across the bronchus; he claims that it will always 
bring the object parallel to the axis of the lumen 
and will thus prevent its sticking into the wall. 
This instrument, according to Brunings, can be 
used successfully when the foreign body cannot be 
seen on account of excessive secretion or the nar- 
rowness of the passage. The loop is made as large 
as the diameter of the bronchus will permit, so that, 
as it is pushed down, the foreign body will be with 
certainty included in it. 

One of the most difficult cases apparently has 
been transformed into a comparatively simple one 
by the Jackson dilators. They are instruments for 
use in chronic foreign body cases in which a steno- 
sis of the bronchus has formed in front of the ob- 
ject. They can be attached to the scissors handle 
and, after dilatation has been accomplished with 
them, the foreign body can easily be removed. With 
the Jackson tubes there is no difficulty in seeing 
the tertiary bronchi and with forceps small enough 
foreign bodies can be seized and withdrawn from 
them. One of the most difficult foreign bodies to 
remove without injury to the patient is the open 
safety pin, especially when the point is up. Various 
instruments for closing the pin have been devised ; 
McCoy’s tip for the Brunings forceps is useful when 
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the pifi is small, but will not work with large pins; 
on ofé blade of the forceps is a groove in which 
the body of the pin fits, while on the other blade is 
a small hook into which fits the open point. When 
one succeeds in getting the point into the hook, the 
blades are closed so that the pin is rendered harm- 
less and can be extracted without difficulty. The 
writer feels that in the present advanced stage of 
bronchoscopy, certain external operations such as 
thoracotomy, bronchotomy, and pneumo-bron- 
chotomy do not need to be considered in a book of 
this character. He is convinced that the great ma- 
jority of foreign bodies can be successully removed 
with the aid of the tubes, and in the few excep- 
tional cases in which bronchoscopy fails, it is not 
likely that the patient can be helped by these cut- 
ting operations, 

CuapTer VII. 

ESOPH AGOSCOPY. 


Historical. The history of esophagoscopy shows 
that it is much older than direct laryngoscopy and 
bronchoscopy, and that the first successful attempts 
to pass an esophagoscope were due to the skill of 
laryngologists. This would seem to prove that 
those who are most familiar with the anatomy of 
the larynx and the upper end of the esophagus are 
best qualified to do such work. That the laryngolo- 
gist by the constant manipulation of instruments 
in the larynx can do esophagoscopy best, there can 
be no doubt, though some profess to believe that 
the esophagus should be given to the stomach spe- 
cialist. In 1870, Waldenburg succeeded in intro- 
ducing a tubular mirror, 14 centimeters long, into 
the upper end.of the esophagus and diagnosed a 
diverticulum. Two years before Semeleder and 
Stork had made unsuccessful attempts to see into 
the esophagus. Shortly after Waldenburg’s experi- 
ments, Stork passed a long, straight tube into the 
esophagus and examined the entire organ for the 
first time. Some twelve years later, Mackenzie and 
Lowe tried unsuccessfully to get a view of the 
upper end of the esophagus with a skeleton eso- 
phagoscope, which ended in the pharynx. The 
Leiter-Nietze instrument was constructed with a 
series of prisms and an internal lamp. Experiments 
by Kussmaul and later by Mueller proved that a 
straight tube, 13 millimeters in diameter, could be 
passed into the esophagus of a normal individual ; 
for illumination they used Desormeaux’s apparatus. 
Kussmaul wrote no articles on his work and it 
would have passed into oblivion had it not been for 
Killian. In 1881, von Miculicz began to experi- 
ment with tubes at the instance of Leiter, who was 
a noted instrument maker in Vienna, and who was 


familiar with Kussmaul’s work in 1868. «‘Miculicz 
had seen Stork use the esophagoscope and he com- 
bined the straight tube, originated by Stork with 
Leiter’s illuminating apparatus, which consisted. of 
an interior lamp of platinum wire with water cool- 
ing. To him must be given the credit of the first 
generally useful esophagoscope with which he ex- 
amined the esophagus pathologically, physiologi- 
cally, and anatomically. No.one seems to have 
done anything worthy of mention with the eso- 
phagoscope after Miculicz until a number of years 
later, near the close of the last century. With 
modern esophagoscopy the names of Starck, Gott- 
stein, Rosenheim, Kirstein, Killian, Brunings, and 
Guisez, in Europe, and Jackson, Mosher, Halstead, 
and others, in America, are linked. Jackson prob- 
ably deserves more credit for the progress of eso- 
phagoscopy in this country than any other one man. 
His laryngoscopes are certainly among the best for 
the examination of the upper end of the esophagus, 
which ought always be done before passing the 
tube further down. The writer still uses Jackson’s 
instruments as being the handiest he has seen. For 
some purposes a 12-millimeter tube is desirable, but 
for all average cases, the 10-millimeter tube an- 
swers all requirements. With it one can detect 
diverticula by working carefully, and this is prob- 
ably the most difficult lesion to diagnose. 

Methods of examining the esophagus. The 
writer will describe the different methods of exam- 
ining the esophagus and will then refer to the 
straight method, which he has used for some time. 
A fair comparison of the methods will be made and 
the advantages of the straight method in examin- 
ing the upper end of the esophagus will be pointed 
out. 

The most important and the most difficult point 
in esophagoscopy is the examination of the upper 
end of the esophagus. At the level of the cricoid 
cartilage or the clavicle, foreign bodies usually 
lodge because these points are the narrowest in the 
esophagus ; in children strictures will often be found 
here for the same reason. It is therefore very im- 
portant to have some simple means of exposing 
these areas so that careful visual inspection will 
prevent possible injury to the walls, in the case of 
a tight stricture or a sharp foreign body, from 
pushing the esophagoscope down into the esopha- 
gus. With a long tube it is not possible to see the 
upper end of the esophagus. This is shown by the 
reports of skilled operators who have passed the 
long tube over a foreign body situated at the cri- 
coid cartilage, and have made a prolonged and un- 
necessary search before finding it. While not de- 
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crying other well-known methods, the writer hopes 
to convince his readers that the all-important point, 
as in direct laryngoscopy, is the straight position 
of the head, especially in children. He believes it 
impossible to miss a foreign body at the upper end 
of the esophagus, and that the operation can be 
performed much more quickly and easily than by 
other methods. Upper esophagoscopy is easy in 
some individuals and very difficult in others. The 
principle of the examination depends upon the pull- 
ing forward or upward of the cricoid cartilage ac- 
cording as the patient is in the sitting or prone posi- 
tion, which with the proper instrument is more 
easily accomplished than with the large tubes gen- 
erally used. The same objection to large tubes 
applies here as in direct laryngoscopy, and the same 
gentleness of touch is necessary. One can accom- 
plish more with a small instrument both as to see- 
ing and to operating with less pain to the patient. 
One of the essentials of successful tube work is to 
gain the confidence of the patient, and this cannot 
be done if one attempts to introduce a large tube 
and thereby causes pain. A smaller instrument 
properly manipulated cannot cause discomfort and 
this makes the examination easy. Mosher’s method 
of exposing the upper end of the esophagus would 
be ideal if it could be used without general anes- 
thesia. His “left lateral route” has been described 
under direct laryngoscopy and it is not necessary 
to repeat the description here. Suffice it to say that 
when it is carried out properly under deep general 
anesthesia, with the special spatula inserted into the 
esophagus, the upper end opens up as far as the 
clavicle. The use of a general anesthetic is a se- 
rious drawback in the average esophageal exami- 
nation, especially in weak children or elderly adults 
with stricture. The only deaths the writer has had 
in tube work—two in number—could be directly 
attributed to ether anesthesia. One patient, 62 
years of age, resisted all efforts at examination un- 
der local anesthesia; on account of a bronchial 
trouble, he was given a mixture of ether and chlo- 
roform by Dr. S. Griffith Davis, the most skilful 
anesthetic in Baltimore. He took the anesthetic 
badly, but finally quieted down so that the exami- 
nation could be made. He was put to bed in good 
condition, but died suddenly at one o'clock a. M. 
It is safe to assume that if the patient had not 
taken ether, he would not have died. The other 
patient, 14 months old, was in bad shape from a lye 
stricture at the upper end of the esophagus. Be- 
fore the writer saw the patient, a surgeon in at- 
tempting to diagnose and treat the stricture had 
given him ether three times. The stricture was 


quickly found and dilated under slight ether anes- 
thesia. The child did well for three days, at the 
end of which time he developed pneumonia, fol- 
lowed by a collection of fluid in the pleural cavity 
which resulted fatally on the tenth day. The 
chances are that this pati¢ént would have recovered 
if ether had not been administered at the last oper- 
ation. This was the first stricture case treated 
by the writer; he never employs anesthesia in such 
cases now. His method of operating on strictures 
in young children will be described later. In young 
healthy adults, when properly given, ether is no 
more dangerous in tube work than in other sur- 
gical conditions. But the writer is convinced that 
one should never use general anesthesia in very 
young children or in elderly people if the esopha- 
geal examination can possibly be made without it. 
He feels confident that this can practically always 
be done with the improved technic of the present 
day. In examining the upper end of the esophagus 
in adults at the Presbyterian Hospital, the same 
method is used as proposed by Jackson with the 
slight modifications that the head is not thrown so 
far back and the instrument used is smaller and 
slightly longer than the one prescribed by him. In 
children the method differs materially from all 
others and will be described in detail. 
Examination of the esophagus with the patient 
sitting, under local anesthesia. The patient is seated 
on a low chair with a high back rest, as in direct 
laryngoscopy. The back rest is a decided advan- 
tage because the patient assumes a comfortable po- 
sition which is the proper position for the passage 
of the tubes. If desired, a movable head rest can 
be added and arranged to suit any position of the 
head. In the position to be described, the head is 
almost straight and is simply supported by a nurse. 
The pharynx is deadened with 20 per cent. alypin 
or novocain solution. The writer does not attempt 
the examination without anesthesia, as has been ad- 
vised by Jackson. Alypin does no harm and. it 
helps one to gain the confidence of the patient, since 
he knows that one is doing his best to make the 
examination easy for him. It is perfectly true that 
the esophagus is not sensitive, but patients are en- 
titled to the same consideration that the operator 
would like to have under similar conditions. The 
writer is inclined to believe that not many laryn- 
gologists would be willing to submit to such an ex- 
amination without local anesthesia. After waiting 
a few minutes the small modified laryngoscope 
which has been described above is passed between 
the left bicuspid teeth and pushed rapidly down to 
the left pyriform sinus. It is then an easy matter 
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to pull the cricoid cartilage forward and to expose 
the upper end of the esophagus. The only objec- 
tion to the instrument is that the light is not bright 
enough to see far down. The DeZeng Company 
now has under process of construction a tube sim- 
ilar in shape to the modified speculum which will 
have their brilliant light at the end of it. With 
it one will be able to see far down in the esophagus 
or to the bifurcation of the trachea. Jackson’s 
method differs from the above in that the head is 
further extended, since his large separable specu- 
lum is used. In his description the instrument is 
introduced between the incisor instead of the bicus- 
pid teeth. In passing the large tube between the 
incisor teeth, it seemed to the writer that the pa- 
tients complained more than was necessary for such 
a simple procedure. The outcome of this was the 
modified position of the head and the use of the 
smaller tube between the bicuspid teeth. After the 
examination of the upper end, if one wishes to ex- 
plore the esophagus to the cardia, the large sep- 
arable speculum is passed between the bicuspid 
teeth to the pyriform sinus. The .10-millimeter 
esophagoscope is then passed through the speculum, 
and when it reaches the sinus the cricoid cartilage 
is pulled forward and slight pressure on the eso- 
phagoscope coaxes it into the esophagus with a 
certain “give” as it passes the cartilage which is 
unmistakable. An assistant steadies the esophago- 
scope while the operator removes the speculum. 
Then, under the guidance of the eye, the esophago- 
scope is pushed further down and the walls of the 
esophagus examined. Certain operators advise 
larger tubes, but the writer has not found them 
absolutely necessary, and one is sure that with the 
10-millimeter instrument no harm can be done if it 
is handled gently. The walls of the esophagus are 
thin and there is some danger of tearing them with 
the large tubes recommended by some operators. 
The writer has discarded the large separable spec- 
ulum except as an aid in passing the large eso- 
phagoscope under local and general anesthesia. 
Practically all examinations of the esophagus at 
the Presbyterian Hospital are made under local an- 
esthesia, and the method described above has been 
found very satisfactory. 

The examination of adults under general anesthe- 
sia is made by Jackson with the head in the “Boyce 
position,” which has been described above. With 
the head and shoulders over the end of the table 
and held by an assistant, the operator passes the 
separable speculum with the left hand and pushes 
it down behind the cricoid cartilage which is lifted 
by pulling on the instrument. The upper end of 


the esophagus is thus exposed. In passing the eso- 
phagoscope Jackson uses the left index finger which 
is pushed down to the pyriform sinus or as far 
down as possible, as a guide, and slides the tube 
alongside of it until the instrument is in the sinus, 
when the larynx and the base of the tongue are 
forcibly lifted with the finger and the tube directed 
into the esophagus. This is a good method when 
one has long fingers, but with fingers as short as 
the writer’s, it is almost impossible of accomplish- 
ment. Mosher sometimes uses very large esophago- 
scopes and claims that they make diagnosis and 
operative procedures easier. Occasionally the 
writer has passed the esophagoscope under local 
anesthesia with the patient in the prone position. 
The same method was used as in the sitting posi- 
tion, with the head over the end of the table. Brun- 
ings uses in the sitting position the same position 
of the patient as in direct laryngoscopy. He states 
that there has been much discussion as to whether 
examination can be better effected with the patient 
lying on his back or on his side. He gives the pref- 
erence generally to lying on the left side. The dor- 
sal position is especially indicated if the tube is to 
be introduced into the stomach. He speaks of the 
two methods of introducing the tube; in the “in- 
troduction by feel” a bougie is passed through the 
esophagoscope and the instrument is allowed to slip 
along the posterior pharyngeal wall near the mid- 
dle line. If the end should stray into the sinus 
pyriformis in consequence of lateral deviation, it 
readily retains the middle line when the patient is 
told to swallow. It is possible to judge when the 
bougie has passed the entrance to the esophagus 
either by the sudden cessation of resistance or by 
the fact that the spatula tube almost disappears 
into the mouth. When this passage is accom- 
plished, the second or straight act can take place. 
The patient bends his head further back, the tube 
is placed upright in a gap between the teeth, if such 
exists, or if the upper jaw is very prominent, into 
a corner of the mouth, the head being rotated to 
the other side. The surgeon rotates the tube 
gently, at the same time maintaining a moderate 
but steady downward pressure, and can feel a per- 
ceptible jerk when the sloping end of the tube over- 
comes any resistance. In the great majority of 
cases, by following these directions, even a begin-- 
ner has no difficulty in introduction. A practiced 
hand can do it almost mechanically, and when he 
knows his bearings can use a little extra pressure, 
as lesions are seldom caused by a well-fitting man- 
drin. The tube spatula keeps in position, of itself, 
as soon as the lower end is 4 to 5 centimeters past 
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the esophageal orifice. The mandrin must there- 
fore only be removed when the 22-centimeter tube 
projects beyond the upper row of teeth by one or 
two fingers’ breadth. The withdrawal of the man- 
drin is effected by a rotary movement, the tube be- 
ing held fast and slightly depressed. The electro- 
scope is then attached and ocular examination can 
begin. 

Ocular introduciion of Brunings. Brunings says 
that in view of the practical importance of introduc- 
tion without a mandrin and the small: attention 
which it has hitherto received, he thinks it advisable 
to dwell somewhat longer on the indications for it. 
The procedure is more difficult to carry out and is 
not intended to replace the mandrin in every case, 
but only when the latter involves direct dangers 
or fails to accomplish the object of esophagoscopy. 
He says that as a matter of fact the numerous for- 
eign bodies treated in Killian’s clinic in later years, 
and partly by beginners, were, with few exceptions, 
extracted through the tube spatula of his esophago- 
scope without using the inner tube. Only rarely, 
when the affection is known to be seated low, is the 
mandrin used. The method is more difficult and 
requires more skill than the mandrin method. The 
following procedure is the best: “After a thorough 
cocainization (which includes the laryngeal surface 
of the epiglottis and root of the tongue), and with 
the manipulation described on page 101, the pro- 
cedure is exactly the same as in medical autoscopy, 
and with a moderate degree of extension of the 
head the interarytenoid region is brought into view. 
There is here a final opportunity for defining the 
middle line by ascertaining the center of the pos-. 
terior laryngeal wall as it moves on phonation. 
When this is seen the end of the spatula is raised 
somewhat, and passes behind the larynx. In this 
way the hypopharynx is reached, that region which 
is, according to von Hacker, “beyond laryngoscopy 
and not remote enough for esophagoscopy.” For 
the sloping tube spatula such a region really does 
not exist. A moderate pressure with the wedge- 
shaped end suffices to dilate the hypopharynx into 
a short transversely placed fissure, on whose ante- 
rior shaped wall the lighter colored and often abso- 
lutely white surface of the cricoid plate is seen 
more or less distinctly. It is advisable always to 
exercise a certain displacing pressure forwards with 
the end of the tube, until the front cleft of the 
hypopharynx enters the middle of the field of 
vision. As the eye always anticipates the tube, the 
lip of the esophageal orifice can then frequently 
be seen projecting from behind, and appearing to 
present an unconquerable obstacle to further ad- 
vance. For overcoming this obstacle the same 


rules are applied as for the introduction with a 
mandrin—namely, correct position of the subject, 
no rigid bending of the neck, relaxed muscles, quiet 
breathing, and the patient waiting for reflex con- 
traction to cease. Swallowing movements are 
found very helpful, but not all patients can accom- . 
plish them in this position. If even moderate in- 
crease of pressure does not push the tube past the 
physiological constriction, some further pressure, 
which is quite without danger if carefully followed 
by the eye, is unavoidable, because here dilatation 
and straightening occur simultaneously. The at- 
tainment of a successful result is often aided by 
the use of rotating movements, the sloping end of 
the tube then often taking a frontal and sagittal 
position, without, however, departing from the 
middle line. As soon as any doubts occur, it is 
better to go back and check the position by the 
symmetrical phonation movements of the arytenoid 
cartilages. 

“The method of introduction without a mandrin 
appears much more complicated in description than 
is really the case. In the great majority of cases 
the esophageal orifice, when correctly presented, 
may certainly be expected to open on moderate 
pressure, and the tube to suddenly disappear with- 
out hidrance into the pars cervicalis. The wedge- 
like effect of the flat end of the tube is scarcely 
less than that of the blunt obturators of the eso- 
phagoscopes of von Miculicz and von Hacker. 

“The ocular introduction of the tube is quite 
possible with the patient lying down, but the sit- 
ting position must be regarded as typical, especially 
when dealing with esophagoscopy above the bifur- 
cation of the trachea. Children with whom gen- 
eral anesthesia has to be employed should be raised 
for the actual introduction. If for special reasons 
the lying position appears necessary, a successful 
result is best attained by adopting the left lateral 
position. Lying on the back must in any case be 
avoided.” 

Probably the most important part of esophago- 
scopy is. the examination of adults under general 
anesthesia and the examination of children with 
and without anesthesia. Formerly the writer used 
the “Boyce position” in introducing the esophago- 
scope under general anesthesia. But the position 
left much to be desired, so he began to experiment 
with the straight position of the head in upper eso- 
phagoscopy, with the following results: In adults 
the position of the head is the same as for tracheo- 
bronchoscopy under ether, the patient lying on two 
cushions, one for the head, the other for the body. 
With the head straight on the table, the operator 
stands to the left and holds the instrument in the 
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left hand and passes it between the bicuspid teeth, 
pushing it rapidly down behind the larynx. When 
the tube is well down the cricoid cartilage is for- 
cibly pulled up, exposing the upper end of the 
esophagus. The procedure is easy, but is not often 
resorted to because nearly all patients are success- 
fully examined in the sitting position under local 
anesthesia. The small speculum is long enough to 
insert into the upper end of the esophagus if neces- 
sary. If, after examining the upper end, it is de- 
sired to explore the esophagus proper, the cushion 
under the head is removed and the head. allowed 
to fall to the plane of the table. The large sepa- 
rable speculum is now passed between the left 
bicuspid teeth and pushed rapidly down until the 
left pyriform sinus comes into view. In this ma- 
neuver the operator stands to the left and holds the 
instrument in the left hand. When the sinus is 
seen, the 10-millimeter esophagoscope is passed 
through the speculum and at the instant that the 
larynx is pulled up with the short tube, the long 
tube is gently pushed into the esophagus. The sep- 
arable speculum is then removed, the operator takes 
his seat at the end of the table and proceeds with 
the examination under the guidance of the eye. If 
the right thickness of the cushions has been chosen, 
very little movement of the head is necessary to 
explore the esophagus. As in tracheo-bronchoscopy 
one is surprised how little extention of the head is 
needed for successful work. 

The examination of the upper end of the esopha- 
gus in children is very simple. As in direct laryn- 
goscopy no anesthetic is used. The little patient 


is wrapped in a sheet which is so pinned that the . 


arms and legs are practically immovable. The head 
lies straight on the table and is held by an assistant 
who is entirely out of the way of the operator, who 
stands to the left of the table and passes the small 
tube with the left hand between the incisor or bicus- 
pid teeth and pushes it down back of the larynx 
with little force. The cricoid cartilage is now 
raised by pulling slightly on the laryngoscope and 
the upper end of the esophagus exposed. Strictures 
and foreign bodies are easily and quickly diagnosed 
and treatment carried out in the same position. 
If it is necessary to examine the esophagus fur- 


ther down, the small separable speculum is passed 
in the middle line, the 7-millimeter esophagoscope 
pushed down through it, the speculum removed and 
the esophagus easily examined with the head slightly 
extended. The operator manipulates the instru- 
ments from the left side of the table. The ease 


with which the upper end of the esopahgus is ex- 
amined with the head straight is really remark- 
In a few seconds the diagnosis is made and 


able. 


the child is unhurt. Sometimes with a struggling 
child, an abrasion of the membrane occurs, but this 
also happens under general anesthesia occasionally. 
It is by far the simplest method of examining chil- 
dren. The writer extracts all foreign bodies with 
the head in this position and its advantages will be 
clearly shown under this heading. 

Another method of examining the upper end of 
the esophagus in children is to pass the tubes with 
the head in the “Boyce position,” but it is so much 
more difficult than the straight position that the 
writer simply mentions it by way of comparison. 
Mosher’s method is valuable in certain cases, but it 
is hardly necessary to go through such a compli- 
cated procedure when the straight method is so 
much easier. For these examinations of the upper 
end of the esophagus, no instrument is equal to the 
modified Jackson laryngoscope, which is large 
enough to see and to work through. In the opinion 
of the writer the electroscope of Brunings is less 
valuable because the visual field is not as large. 

After the esophagoscope passes the narrow upper 
end of the esophagus, the remainder of the exami- 
nation is usually easy. The upper part of the 
esophagus—the so-called cervical portion—is trans- 
verse in character with its walls in contact for about 
three inches and this part can be clearly distin- 
guished from the so-called dorsal portion which is 
oval in shape and appears open to the esophago- 
scope so that one can see some distance down into 
the esophagus through it. Just as soon as the cer- 
vical part is passed, the mucus membrane is no 
longer pushed aside by the advancing tube, but the 
esophagus itself opens up as if to receive the in- 
strument. At each inspiration the esophagus widens 
and in ordinary examinations it is always well to 
have the patient take deep inspirations. At the 
bifurcation of the bronchi, there is a slight con- 
striction which is easily passed; in the region of 
the aorta, its pulsations are recognized, and often 
are communicated to the tube. Just below these 
constrictions the instrument passes into a wide 
lumen which gradually curves to the opening 
through the diaphragm. In this region it is well 
to have the esophagoscope in the right side of the 
mouth so that by pressing the end to the left, the 
curve of the esophagus can be easily followed and 
the tube prevented from catching against the right 
wall of the lumen, which would happen if the in- 
strument were pushed down straight. The dia- 
phragmatic contraction is usually represented by a 
narrow cleft which runs from the left side anterior 
to the right side posterior. In some patients the 
opening is shaped more like a rosette. Passing the 
diaphragm is probably the most difficult part of 
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esophagoscopy; after it is passed the cardia is 
sometimes missed because the tube easily slips into 
the stomach, the dark pink membrane of which is 
distinguished from the membrane of the esophagus 
which is pale or about the color of the membrane of 
the cheek. In withdrawing the tube the entire 
lumen ‘can again be inspected by a slow withdrawal 
which allows better inspection of certain parts, no- 
tably the cardia and the cervical portion. The far- 
ther ‘down the tube is passed, the more trouble 
there is from secretion and regurgitation of food 
from: the stomach. In all cases examined under 
local anesthesia this constitutes a troublesome prob- 
lem. ‘At the Presbyterian Hospital a water pump 
was always used to get rid of the secretion ; in most 
cases applicators must be used freely. Usually 
there is not much trouble in introducing the eso- 
phagoscope under local anesthesia, especially if a 
hypodermatic injection of morphine and atropine 
is given beforehand. It is better to attempt the ex- 
amination on an empty stomach, though this is 
not always possible. The writer has found that 
constant encouragement of the patient by assurances 
that all is well helps materially in esophagoscopy 
and tracheo-bronchoscopy. The second examina- 
tion is always easier than the first, especially if the 
patient has suffered no pain at the first trial. The 
introduction of the esophagoscope is generally con- 
sidered easier than tracheo-bronchoscopy, but with 
the writer the latter has always been easier of 
performance because he can work with more confi- 
dence when he sees exactly what he is doing. The 
American methods of introducing the esophagoscope 
must all be considered more or less blind in that 
the tube is passed by touch and not by sight. . How- 
ever, with ordinary care there is little danger of 
doing harm in passing the tube. As in tracheo- 
bronchoscopy the operator’s watchword must be 
gentleness ; the walls of the esophagus are thin and 
may be torn by rough manipulation. Most of the 
fatalities in foreign body extractions have been 
caused by rough handling of instruments or the 


esophagoscope has been pushed through a wall 
weakened by a malignant growth. If one is careful 
it is almost impossible for such an accident to hap- 


pen. In passing the esophagoscope into the esoph- 
agus and into the stomach, a certain amount of 
pressure may be used to overcome resistance, but 
the force used must be carefully gauged. 

Indications for esophagoscopy. The writer is so 
partial to careful esophagoscopy that he believes it 
should be used as a routine measure in every for- 
eign body case. In an article published last year 
by a prominent esophagoscopist, the following state- 


ment is made: “Although the esophagoscope has 
greatly aided in the management of impacted for- 
eign bodies in the esophagus, it has not and cannot 
entirely supplant the older methods. There are 
not a few cases in which the time-honored methods 
of operating are simpler, easier and quite as effect- 
ive as esophagoscopy.” He then describes the re- 
moval of common pins and fish bones with the 
old bristle bougie which he describes as an instru- 
ment than which none is more generally useful and 
effective and which can be employed with almost 
perfect safety. He also says that for the removal 
of coins and buttons often nothing is better than the 
old, bent esophageal forceps or a straight, smooth, 
blunt-pointed and toothless 8-inch hemostat. He 
then cites several foreign bodies in the upper end 
of the esophagus which he failed to locate for a 
long time with the ordinary esophagoscope because 
the instrument repeatedly slipped over the object. 
After what has been said above, it is unnecessary 
for the writer to express his disapproval of such 
views. To him it is clearly obvious that a short, 
wide esophagoscope in the hands of a skilful op- 
erator is far superior to blind groping with any kind 
of forceps or bougie. The writer has never failed 
to locate and remove a foreign body within a few’ 
minutes with the method referred to above and he 
believes that success has been due to the straight 
position of the head with almost complete muscular 
relaxation and the use of the short esophagoscope 
with which it is impossible to miss seeing the for- 
eign body. In an article by another contemporary 
on the difficulties of upper esophagoscopy, refer- 
ence is made to the value of the short tube in 
searching for foreign bodies as if the procedure 
were new. Jackson, in his book which was pub- 
lished in 1896, refers to the value of the short tube 
and advises its use in every examination of the 
esophagus as a valuable means of obtaining infor- 
mation about the upper end. In 1908, in an article 
in the New York Medical Journal, the writer em- 
phasized the value of the short tube in the removal 
of foreign bodies from the upper end of the esoph- 


agus. The adoption of the straight method has 
made the use of the short tube much more valuable 


in the greater ease of manipulation and in short- 


ening materially the time taken in the removal of 
foreign bodies. 

Another indication for the use of the esophago- 
scope is any difficulty in swallowing or in patients 
who complain frequently of the so-called “globus 
hystericus.” Benign strictures of the esophagus 
always require the assistance of esophagoscopy as 
do malignant growths. The treatment of these con- 
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ditions will be taken up later. Spasmodic condi- 
tions of the esophagus will often require the intro- 
duction of the esophagoscope both for diagnosis 
and treatment. 

Contraindications for esophagoscopy. ‘These are 
the same as for tracheo-bronchoscopy, viz., ad- 
vanced heart disease, arteriosclerosis if in an ad- 
vanced stage, and extreme weakness. In cases of 
total obstruction the writer does not allow great 
weakness to deter him from passing the esophago- 
scope for the purpose of dilating the stricture. In 
aneurysm, esophagoscopy must be done with great 
care, and in most cases it is better to dispense with 
the examination unless the patient is completely 
stopped up. 

Dangers of esophagoscopy. These have been 
emphasized above; the writer does not consider 
esophagoscopy dangerous in the hands of a careful 
operator.’ The most dangerous points in the esoph- 
agus are the upper end and the opening through the 
diaphragm and careful manipulation of the tube 
practically removes the danger of rupture at these 
points. As has been emphasized above, the great- 
est danger is in the rough or hasty manipulation 
of the tube. In all tube work one must see what 
‘he is doing; the tube must not be advanced until 
one is convinced that he has a clear field before 
him. In curvature of the spine it may be impos- 
sible to pass the tube; if one succeeds he must work 
very carefully in introducing the instrument. 


Cuapter VIII. 
AMENABLE TO TREATMENT THROUGH THE 
ESOPHAGOSCOPE. 

Acute esophagitis. The esophagoscope should 
never be passed in acute esophagitis unless one 
knows that a foreign body is present or is suspi- 
cious that such is the case, for instrumentations 
will only make the inflammatory condition worse. 
One who has seen the worst type of esophageal in- 
flammation with the intense suffering to the patient 
will hesitate to add to the distress unless it is ab- 
solutely necessary. In the removal of foreign 
bodies the esophagoscope has given the opportunity 
to study the changes in acute esophagitis. Some 
years ago a lady was brought to the writer with 
the history of having swallowed a large oyster. She 
had fever and pain on swallowing and was pros- 
trated. Since no food would go down, she was 
examined under ether to find out if the oyster was 
sticking in the upper end of the esophagus. Jack- 
son’s separable speculum was passed and the upper 
end of the esophagus exposed; the mucus mem- 
brane was enormously swollen, reddened, and ede- 
matous, and in place streaked with blood. The 


DISEASES 


oyster had evidently passed down; the esophagus 
had probably been scratched by a piece of shell 
which had set up the severe inflammation. Treat- 
ment was practically confined to the use of ice in- 
ternally and externally, with hypodermic injections 
of morphine to relieve pain, which was intense. 
For several days the efforts to swallow were ago- 
nizing and it looked as if the patient would starve. 
Emaciation was extreme. When her condition 
seemed critical, some improvement in swallowing 
was noted and the pain disappeared rapidly. The 
patient immediately began to increase in weight 
and in about two weeks was able to return to her 
home in South Carolina. Such a condition can be 
brought about in foreign body cases by the care- 
less use of forceps and bougies, and the membrane 
may be so torn that a fatal issue is the result even 
after the object is removed. Acute inflammation 
by its swelling greatly increases the difficulties of 
removing foreign bodies. The writer has seen sev- 
eral cases of slight acute esophagitis from swallow- 
ing small bones. The changes in the membrane 
are not marked; there is usually increased redness 
with or without some swelling. The chief com- 
paint of the patient is a painful or sticking sensa- 
tion in the upper part of the esophagus which may 
or may not radiate to the back. Such cases always 
yield to ice applications and cold milk as diet. The 
writer has seen the scratch in the membrane on two 
occasions. In his earlier experience he was in- 
clined to subject these patients to an examination ; 
of late years, if the pain is not severe and the tem- 
perature is not elevated, he contents himself with 
attempts to find out from the patient the size of the 
bone, and, if it is small, he does not make an exami- 
nation in the beginning. If the symptoms grow 
worse, which is seldom the case, the esophagoscope 
is passed to be sure that the foreign body is not 
present. 

Strictures of the esophagus. The safest and best 
treatment of strictures is through the esophago- 
scope. The old method, which is still persisted in 
by some, of forcing stiff bougies through a stric- 
ture, is a dangerous one, because often the stric- 
ture is so dense that the bougie can easily slip away 
from it to the esophageal wall, and undue force 
here is liable to perforate with fatal mediastinitis 
as the result. In some cases there are a series— 
two or more strictures—and, if, perchance, the stiff 
instrument passes through the first one safely, there 
is still another chance for perforation. There is no 
way of estimating how many deaths have been 
caused from the blind use of bougies. Now that 
esophagoscopy is so safe and so sure in the treat- 
ment of benign strictures, it does look as if the 
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bougie will be used in the future only for merce- 
nary purposes. The treatment which has proven 
highly satisfactory to the writer is that proposed 
by Jackson in his book on esophagoscopy. In adults 
the treatment is usually carried out under local 
‘anesthesia; in young children without anesthesia, 
and in older children it is generally necessary to use 
ether. In adults after the stricture has been diag- 
nosed through the 10-millimeter tube, the smallest 
Bunt bougie is passed through the esophagoscope 
and the tiny opening looked for. In some cases 
this is difficult to find, but with patience and per- 
severance the search is successful. The Bunt 
bougie has two olive tips, the distal one measur- 
uring one millimeter in all six sizes, while the prox- 
imal one gradually increases in size. The distal 
tip is always used as a guide, and after it passes 
through the stricture, force may safely be exerted 
on the large olive for dilating purposes. The next 
size is then pushed through and then the third size. 
By this time an 8-millimeter opening has been ob- 
tained ; this constitutes the first treatment. In most 
cases a second sitting is necessary a few days later 
when the same bougies are used and immediately 
followed by a small French bougie which is made of 
fiber and wax covered with shellac. The advantage 
of such an instrument is the fact that it can do no 
harm since it is not stiff like the whalebone bougies, 
and will double on itself before penetrating the 
esophageal wall. It usually passes through the 
8-millimeter opening with ease. The stricture is 
now under control and all that is necessary in most 
cases is to pass the soft bougie every few days 
for a time and then to use a larger French instru- 
ment. When the bougie of sufficient size passes 
easily, the patient is instructed in its use and al- 
lowed to go home, where he carries out treatment 
every week in the beginning; after a time it will 
be necessary to repeat treatment every two weeks, 
and finally passing the instrument every six months 
will be sufficient to keep the stricture open. Treat- 
ment in children is the same except that the first 
and second Bunt bougies are used. With the ex- 
ception of some pain for a few days after the first 
treatment no bad results have been noted in a num- 
ber of stricture cases treated during the last few 
years. It has always seemed to the writer that 
dilating strictures by forcible divulsion is danger- 
ous, since one cannot tell absolutely how much 
force is being used. Not long ago an experienced 
esophagoscopist told the writer of a death in his 
practice one week after the forcible divulsion of 
a stricture near the cardia. No treatment could 
be safer than that described above; the bougies are 


all numbered and one can tell exactly what the 
dilatation will be. 

Strictures of the esophagus may be classified as 
traumatic, ulcerative, corrosive, tubercular, syphil- 
itic, and malignant. 

‘Traumatic strictures are usually caused by the 
careless or rough use of instruments in the removal 
of foreign bodies; such cases not infrequently are 
fatal before the stricture has time to form. The 
writer has never seen such a case, he having had 
the good fortune to get all his foreign body cases 
before any effort had been made at removal. 

Ulcerative strictures are not uncommon. The 
writer has seen two such cases, both strictures being 
near the cardia, the result probably of the so-called 
peptic ulcer of the esophagus. Some years ago a 
woman, 27 years old, was referred to the writer 
with a history of not having swallowed solid food 
for two years. Her trouble dated back to an at- 
tack of typhoid fever; during convalescence she 
suffered from periodic attacks of severe pain in the 
region of the cardia, especially on eating solid food. 
She noticed that swallowing gradually became more 
difficult until finally only liquids passed into the 
stomach. She had lived on milk and ice cream for 
two years. Under local anesthesia the 10-milli- 
meter esophagoscope was passed and the stritcure 
located just above the cardia; it was dilated with 
the Bunt bougies, and, aside from some pain, the 
patient suffered no discomfort. In two weeks she 
returned to her home in Brunswick, Maryland. She 
passes a French bougie every six months and is 
practically well. She wrote the writer some time 
ago that she swallows all foods except grapes with- 
out difficulty. 

Corrosive strictures are the most common be- 
cause of the frequency with which children drink 
a solution of lye. The first effect is a severe in- 
flammation of the esophagus, which gradually heals 
with the formation of scar tissue, the contraction 
of which gives rise to the stricture. About three 
years ago the writer saw a little boy who drank 
lye when he was only 19 months old. His parents 
took him to Dr. Chevalier Jackson, who examined 
him and found ulcerations at the upper end of the 
esophagus. He advised expectant treatment for 
the cure of the acute condition and then the radical 
dilatation of the stricture which was sure to form. 
The patient gradually recovered and the esophagus 
closed, as was expected. For months before the 
writer saw him, his mother had to spend several 
hours daily feeding him, since most of the milk 
was promptly regurgitated. He finally closed en- 
tirely and. he was hurried to Baltimore to see Dr. 
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J. C. Bloodgood, who referred him to the writer 
for treatment. Under ether anesthesia the 7-milli- 
meter esophagoscope was passed and the stricture 
located two inches above the cardia. There was 
no narrowing at the upper end of the esophagus. 
The stricture was quickly dilated and a small, soft 
bougie was passed immediately. The little patient 
had a rather severe reaction, but made a good re- 
covery, and in two weeks was allowed to go to his 
home in West Virginia to be under the care of his 
uncle, who is a physician. 

An interesting case which shows how little eso- 
phagoscopy is known, or, if known, how little appre- 
ciated by the general surgeon, was that of a boy, 
10 years old, who swallowed lye when he was 19 
months old. A stricture formed and he was placed 
in the hands of a general surgeon, who passed 
bougies for years. When the writer saw the boy 
three years ago, he had never swallowed solid 
food, having lived all his life on milk and strained 
soups. If, perchance, a small piece of bread or 
rice happened to reach the esophagus, there was 
immediately a spasm, which sometimes brought on 
convulsions, and a hypodermatic injection of mor- 
phine would have to be given to put him to sleep, 
after which he would be ready to drink again. He 
was a source of great care to his mother, who had 
to strain his food carefully. He was not allowed 
to go to picnics with his little playmates because 
he could not eat. Under ether anesthesia the 
7-millimeter esophagoscope was passed and the 
stricture located above the cardia. It was success- 
fully dilated and in a short time the boy was eating 
everything. The writer was interested to see how 
his stomach would act after so long a diet of 
liquids; from the first he had no trouble with his 
digestion. Many things which he had craved dur- 
ing his enforced fast were distasteful to him when 
he tasted them. With the passage of the bougie 
every few months, which he does himself, he has 
remained well. In the experience of the writer 
corrosive strictures are more frequent near the 
cardia than at the upper end of the esophagus, 
which differs from the observations of some other 
men. It looks as if strictures at the upper end 
of the esophagus ought to be more common since 
this is the narrowest part of the lumen, and the 
escharotic can exert its full effect here. 

Tubercular strictures. The writer has seen one 
case of this rare condition and it happened to be 
the first stricture in his experience. The patient 
was a male, 44 years old, an ex-prize fighter, who 
came to the Presbyterian Hospital complaining of 
difficulty in swallowing solid food. Examination 


with the 10-millimeter esophagoscope revealed a 
large ulcerating mass 8 inches from the upper teeth 
which looked like a malignant growth. Since the 
patient had been a hard drinker for years, and no 
signs of syphilis could be found, a diagnosis of 
malignancy was made. The stricture was dilated 
from time to time and the patient was made com- 
fortable for six months, at the end of which time 
he died. A month before his death he developed 
numerous rales over both lungs. At the autopsy 
the diseased portion of the esophagus was removed 
for more careful examination. The patient died 
of an acute miliary tuberculosis. Microscopic sec- 
tions from the esophagus showed that the tumor 
was tubercular and not malignant. Specimens re- 
moved through the esophagoscope would have made 
the diagnosis much earlier. This case teaches that 
one can never be certain of diagnosis through the 
esophagoscope, and it is always better to remove 
specimens for microscopic examination. 

Syphilitic strictures. Syphilitic lesions in the 
esophagus are rarely seen. Some observers go so 
far as to say that they never occur. Some years 
ago a colored woman, 25 years old, came to the 
dispensary of the Presbyterian Hospital complain- 
ing of difficulty in swallowing. After local anesthe- 
sia she was examined with the large separable 
speculum. Just below the cricoid cartilage a large, 
reddish, granular mass, resembling an ulcerative 
epithelioma, was seen. Since the patient was only 
25 years old and had had her trouble a compara- 
tively short time, a probable diagnosis of gumma 
was made. The diagnosis was rendered more 
probable by the unmistakable signs of syphilis in 
other parts of the body. The patient was given 
increasing doses of iodide of potash and the tumor 
gradually disappeared. The patient was watched 
for some time after the gumma had healed and 
except for a slight narrowing of the esophagus 
which did not interfere with swallowing there were 
no bad results. 

Malignant strictures of the esophagus. 
of the esophagus forms one of the darkest chapters 
in the history of medicine. Until the introduction 
of the esophagoscope, such cases were treated by 
making a hole in the stomach for sustaining life as 
long as possible. Thanks to the tube it is now 
possible to dilate such strictures and to give the 
patient the pleasure of tasting what he eats. Some 
authorities are opposed to the dilatation of malig- 
nant strictures, claiming that the growth of the 
cancer is thereby stimulated and death hastened. 
If one watches such a patient throughout his ill 
ness, as the writer has repeatedly done, it will not 
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be necessary to refute the above argument. It may 
not be the best surgery, but the writer feels that 
he has prolonged and made the patient’s life more 
comfortable in many cases by adopting the same 
treatment as in benign strictures. One who has 
seen a poor miserable wretch straggle into a hos- 
pital, unable to swallow except by the most painful 
efforts, and even then not enough liquid to sustain 
life, and has seen him beg for water to cool his 
parched lips, and, after dilatation through the eso- 
phagoscope, has seen him swallow liquids easily 
and has heard his words of gratitude, will care 
little about the increased growth of the cancer. 
Good results are gotten in all cases of cancer by 
dilating through the esophagoscope or by using the 
string method. The writer has repeatedly seen 
patients swallow to the very end of life by the occa- 
sional dilatation of cancerous strictures. He be- 
lieves thoroughly in the treatment and uses it in 
every case. Since the manner of dilatation is the 
same as for benign strictures, no cases will be cited. 
The history of one patient who was successfully 
dilated by the string method after the esophago- 
scope had failed will be referred to briefly. The 
patient was a man, 55 years old, who came to the 
Presbyterian hospital with the usual history of dif- 
ficult deglutition even with liquids. The esophag- 
oscope showed a malignant growth about three 
inches above the cardia. After a long search the 
stricture was found, but it was not possible to 
dilate it. After several attempts at dilatation had 
been made, the patient was given three yards of 
silk with instructions to swallow it. With the small 
quantity of milk that was passing through the stric- 
ture, the silk in a few days was reduced to a yard. 
The flexible bougie was now threaded on the silk, 
the smallest tip being used. Since the silk acted 
as a guide, one could feel comparatively safe in 
using some force to push the bougie through, which 
was done. Larger tips were then threaded on the 
silk and the operation repeated until the patient 
could swallow liquids easily. After this start there 
was no trouble in passing from time to time a 
French bougie which kept the stricture open until 
the patient died. The writer is convinced that any 
stricture can be dilated successfully by one of the 
above methods, which, when used properly, will 
prevent gastrostomy in every case. In cancerous 
cases the latter procedure may be preferable, since 
the silk finds its way into the stomach in every case 
and the bougie being flexible always follows the 
silk. In such a procedure there can be no danger 
of making a false passage into the mediastinum as 
might possibly happen with a stiff instrument. In 


cancer which is ulcerating the walls of the esopha- 
gus are already weakened, and one must proceed 
with caution. 

Dwerticulum of the esophagus. This condition 
is rare and is difficult to diagnose. Some time ago 
a man, 54 years old, was referred to the writer 
with the history of trouble in deglutition of five 
years’ duration. His trouble was peculiar in that 
food which had been swallowed twenty-four hours 
before would come up entirely undigested and al- 
most in its original state. The continuous lack of 
nourishment pulled him down from a strong healthy 
man to a mere shadow. At times pain was severe. 
Before the examination he was given morphine and 
hyoscine hypodermically. The esophagoscope was 
easily passed and nothing abnormal found until the 
region of the cardia was reached. Here two dis- 
tinct openings were seen, one of which to the left 
led into a pocket two or three inches in length, 
which was filled with milk and undigested food. 
After pumping the pocket out the mucus mem- 
brane could be seen. To the right the tube entered 
the cardia and passed into the stomach, the mucus 
membrane of which was easily recognized. To 
enter the diverticulum the upper end of the eso- 
phagoscope had to be carried far to right. When 
the pocket was emptied, the walls immediately col- 
lapsed so that the opening was difficult to find. The 
patient was so weak that no surgical treatment was 
advised. 


Esophagismus. In nervous spasm of the esopha- 
gus causing inability to swallow, the diagnosis is 
easily made by passing the esophagoscope under 
deep general anesthesia. Sometimes the diagnosis 
can be made by giving hyoscine and morphine hy- 
podermically, which, by relaxing the muscles, allows 
the tube to pass. A patient seen some time ago 
complained that he could: not swallow at times. 
After he would masticate his food and, on attempt- 
ing to swallow, would become black in the face 
and would be compelled to leave the table to re- 
lieve himself of the bolus of food. He was a 
young man and could do his work without trouble. 
The queer attacks at the table alarmed his family. 
Hyoscine and morphine hypodermically and alypin 
locally caused relaxation of the muscles so that the 
esophagoscope was easily passed. Nothing abnor- 
mal was found; the patient was given antispas- 
modics and a French bougie was passed a few times 
and left in for some minutes so as to make the pro- 
cedure as disagreeable as possible. The attacks 
gradually disappeared and in a few weeks the 
patient was entirely well. 

Cardiospasm. This is an exaggerated form of 
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esophagismus which is much more serious because 
in many cases treatment seems to do little or no 
good and the patient is reduced to extreme weak- 
_ness from lack of nourishment. The diagonsis is 
made by passing the esophagoscope under deep 
general anesthesia, which relaxes the spasm and 
allows the tube to slip easily into the stomach. The 
condition simulates an organic stricture in that 
soft stomach tubes and bougies fail to reach the 
stomach. Unfortunately, treatment does not seem 
to accomplish much. Plummer has devised a dila- 
tor which is placed in the cardia as a flat bag. 
When water is pumped into the bag, it swells and 
so dilates, but the dilatation is not often perma- 
nent. The patient promptly relapses and the dilata- 
tion has to be repeated. Some weeks ago a man 
came to the University Hospital with the history of 
having swallowed almost nothing for three weeks. 
He had had trouble for a long time; there were 
times when he could swallow with little difficulty. 
But for three weeks he had vomited constantly. 
Repeated attempts to pass a stomach tube had 
failed. Under ether anesthesia the esophagoscope 
was passed and the walls of the esophagus exam- 
ined without finding anything abnormal. The tube 
was then passed into the stomach without difficulty, 
thus making the diagnosis of cardiospasm. Under 
this heading the writer wishes to speak of the hypo- 
dermic injection of morphine and hyoscine as an 
anesthetic in esophageal work. If given in the 
dose of morphine (1/8 gr.) and hyoscine (1/200 
gr.) an hour and repeated half hour before the ex- 
amination, it acts as a reliable anesthetic in most 
cases, so that practically no local anesthetic has to 
be used. Some laryngologists oppose its use; in 
the writer’s cases it has acted as a safe and reliable 
anesthetic. 

Foreign bodies in the esophagus. In the enthu- 
siasm over the removal of foreign bodies through 
the esophagoscope, one is apt to overlook the use- 
fulness of the instrument in other conditions. For 
this reason it seemed to the writer that the treat- 
ment of other conditions at some length would not 
be amiss in a work of this kind. There is perhaps 
nothing more spectacular in the entire domain of 
medicine than the quick and skilful removal of a 
foreign body from the esophagus or bronchi 
through the tube. On the contrary there is nothing 
more humiliating than to see one attempt to re- 
move a foreign body without some previous experi- 
ence in tube work. It therefore behooves everyone 
to practice sufficiently on the dummy and on ani- 
mals before attempting the work on the human 
being. In a conversation with a leading local 


laryngologist, the writer was told that a friend had 
borrowed his tubes to practice on a patient whom 
he had the resident physician keep asleep two 
hours while he blundered about in the bronchial 
tubes. The result was that the resident had to sit 
by the patient all night and stimulate him often for 
fear that he would die. Such things are deplorable, 
but will continue to happen until laryngologists 
realize that this work requires more practice than 
any other branch of medicine if one would learn 
to do it well. Such incidents bring the method 
into disrepute and delay its recognition by the gen- 
eral profession. There is no work capable of doing 
so much good if well done, and fraught with so 
much danger if badly done. 

At the risk of being accused of repetition the 
writer wishes to bring out some points which have 
been mentioned above in order to emphasize them 
as being very important to all beginners in esopha- 
goscopy. These points are taken from an article 
on “The Removal of Foreign Bodies from the 
Upper End of the Esophagus,” which was read 
before the American Academy of Ophthalmology 
and Oto-Laryngology in August, 1912, and which 
attracted much attention because the writer advo- 
cated a position of the head radically different from 
all other positions of the head used in this country 
or in Europe. The article in substance is as fol- 
lows: The upper end of the esophagus is that part 
included between the clavicle below and the cricoid 
cartilage above. In this area foreign bodies 
ustially lodge because at these points the esophagus 
is narrowest. It may be said that the removal of 
foreign bodies is practically limited to this area, 
meaning about an inch and a half in length. For- 
eign bodies, especially if flat, lodge in the esophagus. 
with edges transverse; as a rule they are located 
back of the middle line, which accounts for the 
fact that an ordinary esophagoscope sometimes 
slips over the anterior plane and the entire esopha- 
gus is examined without finding the object. Such 
cases have been reported by skilled operators. The 
method of throwing the head over the end of the 
table, thus causing tense muscles, probably has 
something to do with not finding the foreign body 
at once. The writer long ago discarded extension 
of the head in examining the upper end of the 
esophagus. He is convinced that relaxation of the 
muscle is the most important point in the examina- 
tion, and this can be obtained only with the pa- 
tient’s head practically straight on the table. The 
elasticity of the tissues allows great freedom of 
movement and, by manipulation of the instrument, 
the right angle of the throat become straight. It is 
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then easy to seize the foreign body and remove it. 
One who has tried extension of the head with its 
many difficulties and then turns to the straight po- 
sition will immediately perceive the many advan- 
tages of the latter position. There are operators 
who are skilled in extension, but they have become 
so by long experience. 

Methods of examining the esophagus. 1. Ex- 
tension. This method has reached a high state of 
perfection through the work of Dr. Chevalier Jack- 
son and Dr. J. W. Boyce, who have developed a 
method of holding the head known as the “Boyce 
position.” Jackson emphasizes the fact that the 
head must be held just right, which necessitates a 
trained assistant. In this method the head and 
shoulders are pulled over the end of the table and 
held by an assistant. The objections to extension 
are the tenseness of. the neck muscles, which must 
be overcome by pulling, and the position of the in- 
strument, which must be suspended in the air with 
the left hand and which cannot be long held because 
of the strain on the forearm. For these reasons a 
simpler method is to be preferred. 2. Flexion. 
This method was worked out by Dr. H. P. Mosher 
in 1908. Under general anesthesia the patient’s 
head is turned to the left until the cheek almost 
touches the plane of the table and then flexed on the 
chest. The operator sits at the left facing the head 
and introduces a special spatula between the left 
bicuspid teeth. The tongue is pushed to the oppo- 
site side and the cricoid cartilage lifted, which ex- 
poses the upper end of the esophagus to the clavicle. 
So far as the writer knows this method cannot be 
used without general anesthesia, which exposes the 
patient to unnecessary risk. This objection does 
not apply to extension in which the patient’s head 
can be forcibly held over the end of the table. It 
is, however, more difficult to hold the head than in 
the position which will now be described. All that 
has been said above applies to children, since a sat- 
isfactory examination can nearly always be made 
in adults under local anesthesia, with the patient 
sitting. 3. Straight position. This position of the 
head is the same as the straight position of direct 
laryngoscopy, which the writer worked out in 1908. 


In this method the head lies straight on the table. 


In children up to 6 years of age no anesthetic is 
used. Cocaine is dangerous in children, and since 
the method is designed to make esophagoscopy sim- 
ple and practically free from danger, ether is not 
used. Only in rare cases is a general anesthetic nec- 
essary and almost never in children. The little pa- 
tient, securely pinned in a sheet, is placed on the 
table. The head is held by an assistant while the 


arms and legs are attended to by nurses. Jackson's 
old child speculum is introduced between the in- 
cisor teeth and pushed rapidly down behind the 
larynx, which is gently lifted, exposing the upper 
end of the esophagus. The instrument may be 
pushed below the cricoid cartilage if desired. Since 
the speculum has a diameter greater than the aver- 
age esophagoscope, used in children, one sees bet- 
ter through it. Because of the relaxed muscles and 
the position of the instrument downward and 
slightly backward, thus exposing the posterior part 
of the esophagus, it is practically impossible to miss 
a foreign body. For the benefit of those who pre- 
fer Brunings’ electroscope, the writer has had tubes 
made by Mueller and Co. which expose the upper 
end of the esophagus satisfactorily. For this 
method no special assistants are required. Eso- 
phagoscopy can be done anywhere because the op- 
erator needs only nurses to hold the head and arms. 
From the writer’s experience he believes all for- 
eign bodies can be removed through the esophago- 
scope. 

To illustrate the improved technic in the removal 
of foreign bodies, a few cases will be cited. Some 
years ago when the writer was following methods 
suggested by other operators, a little girl was 
brought to St. Joseph’s Hospital with the history 
of having swallowed a lead disc the size of a five- 
cent piece. She picked the disc up from the pave- 
ment. The «-ray showed the foreign body at the 
cricoid cartilage. Ether was administered and 
Jackson’s small speculum introduced with the head 
over the end of the table. The foreign body was 
successfully removed. This was one of the writer’s 
first cases and is cited for the purpose of compari- 
son with the improved technic which he uses now. 

In February, 1912, a little girl, 2 years old, was 
referred to me by Dr. J. J. Carroll, with the his- 
tory of having swallowed a five-cent piece one week 
previously. She could swallow liquid nourishment 
only. The x-ray picture showed the coin at the 
cricoid cartilage. The patient was taken to St. Jo- 
seph’s Hospital for operation. That afternoon she 
was pinned in a sheet and placed on the table with 
the head straight and held by a nurse. No anes- 
thetic was used. The small, short tube was passed 
between the incisor teeth and pushed rapidly down 
behind the larynx, which was lifted, and the upper 
end of the esophagus exposed to view. The for- 
eign body was immediately seen just below the cri- 
coid cartilage and somewhat back of the middle line 
with the edges transverse. Brunings’ extensible 
forceps were introduced through the tube, the coin 
seized and promptly removed. The entire proced- 
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ure did not take two minutes. The child did not 
have time to cry and left the table unhurt. In this 
case there was no abrasion of the mucus membrane. 

In September, 1912, the writer was asked by a 
physician to see his little daughter, who, a week 
previously, had swallowed a penny. The father, 
thinking that the foreign body would pass through, 
paid no special attention to the incident until the 
mother noticed that the little patient was having 
difficulty in swallowing, and that she would awake 
several times at night fretting with pain in her 
throat. He then had +-ray pictures made, which 
showed a shadow at about the seventh cervical ver- 
tebra or at the upper end of the esophagus. The 
patient was taken to the University Hospital, where 
she was immediately prepared for operation. The 
preparation in these cases is very simple. The pa- 
tient is taken to the operating room in her street 
clothes and wrapped in a sheet which is securely 
pinned so as to reduce movements of the arms and 
legs to a minimum. She is then placed on the table 
with the head straight and not over the end of the 
table. An assistant holds the head while the arms 
and legs are attended to by nurses. No anesthetic 
is used; this point cannot be too strongly empha- 
sized, since cocaine is dangerous and ether is un- 
necessary, except possibly in those cases in which 
the foreign body has sharp edges or happens to be 
apin. The patient was placed on the table as above 
described with the head held straight. The writer’s 
modification of Jackson’s child laryngoscope was 
passed ; this tube measures 17 centimeters in length 
and 10-millimeters in the inside diameter. When 
the larynx was reached the spatula end of the tube 
was hooked around the cricoid cartilage, which 
was easily raised, and the upper end of the esopha- 
gus exposed. The penny was immediately seen 
lying posterior to the middle line with the edges 
transverse. Forceps were introduced through the 
tube, the coin seized and removed. The entire pro- 
cedure took about two minutes. The little patient 
was not hurt, the membrane was not injured, and 
ten minutes after the operation she was taken home 
in her father’s automobile. She made an unevent- 
ful recovery. This case has been described in de- 
tail to emphasize the value of the straight position 
of the head and the advantage of using a short in- 
strument in upper esophagoscopy. 

A short time ago a boy, 14 months old, was 
brought to the Presbyterian Hospital with the his- 
tory of having swallowed a piece of St. John’s bread 
that morning. A physician was called, who re- 
sorted to the usual procedure of putting his finger 
in the child’s throat to remove the foreign body, 


with the almost invariable result of pushing it fur- 
ther down into the introitus esophagi. Right here 
it may be well to emphasize the danger of such a 
procedure, especially if the foreign body is a pin 
or has sharp edges. The writer knows of one case 
in which the physician pushed an open safety pin 
so far down in the esophagus that it could not be 
seen with the short tube. Fortunately, it did no 
harm, but it might have resulted seriously. The 
boy had not been able to nurse all day. He was 
pinned in a sheet and placed on the table with the 
head straight. The writer’s tube, attached to Brun- 
ings’ electroscope, was introduced and the foreign 
body was located with difficulty. While the electro- 
scope gives a good light, the writer prefers the 
Jackson tube for exposing the upper end of the 
esophagus because it is more easily handled. The 
foreign body was so tightly wedged in the esopha- 
gus that only by using considerable force with 
Pfau’s forceps could it be dislodged and removed. 
The stem end of the object went down first. 

In December, 1912, a child, 8 months old, was re- 
ferred to the writer with the history of having 
swallowed a safety pin. The patient was examined 
at the Presbyterian Hospital with the head straight 
on the table. The small tube was passed and the 
pin immediately came into view in the upper end of 
the esophagus, with the point open and to the left, 
sticking in the wall of the esophagus. Instead of 
closing the pin, the writer tried what he thinks is 
a simple method of removing it. With the forceps 
the point was detached from the wall and pulled up 
into the tube, which was then carried as far to the 
left as possible; careful manipulation of the instru- 
ments caused the body of the pin to slide along the 
right wall of the esophagus until it passed the in- 
troitus, when all the instruments were quickly re- 
moved. The removal was successful and the writer 
is inclined to think that the method will work in 
the majority of cases. Practically the only danger 
of injury to the espohageal wall is from the point 
of the pin; since the body is comparatively smooth, 
careful manipulation of it will ‘withdraw it in 
safety. 

An interesting case which shows how some for- 
eign bodies will remove themselves in spite of the 
esophagoscope was that of a child, 6 months old, 
who, according to the mother’s story, was supposed 
to have swallowed a safety pin. The history was 
that the mother had a safety pin sticking in her 
dress with the child’s head over her shoulder. Sud- 
denly the child choked and coughed, and when the 
mother looked for the pin it was gone. She natu- 
rally concluded that the child had gotten the pin 
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and swallowed it. The family physician ran his 
finger down the throat and thought he felt the pin, 
but‘was not at all sure of it. With this indefinite 
history, the patient was brought to the writer. The 
child’ was breathing well and seemed in good condi- 
tion, so it was decided to make an examination of 
the upper end of the esophagus, since the pin, if 
present, would most likely be there. On passing 
the tube with the head straight nothing was found. 
The mother was advised to have an .-ray picture 
made the next morning and, if the pin was found, 
to bring the child back for removal. On returning 
home she looked on the floor and found a pin which 
she felt sure was the one the child was supposed 
to have swallowed. As a result the picture was 
not taken. The child seemed perfectly well; a few 
days later the mother found the open safety pin 
sticking out of the anus. It was removed without 
difficulty. The child apparently was at no time af- 
fected in the slightest by the passage of the pin 
through the body. Before the use of the esophago- 
scope, the writer saw a child, 17 weeks old, who 
had swallowed a good sized button with a pin on 
the back of it which was passed eleven weeks later 
without injury to the child. 

All foreign bodies in adults have been removed 
by the writer with the patients in the sitting posi- 
tion under local anesthesia. A unique case was 
that of an old lady, 67 years old, who had swallowed 
a large piece of ham without masticating it. When 
asked about the size of the ham, she said it was 
about the size of the end of her index finger. A 
physician was called and he insisted there was noth- 
ing in the esophagus because he had passed a stom- 
ach tube into the stomach. As the patient was un- 
able to swallow, another physician was called in. 
He brought her to the Presbyterian Hospital, 
where the upper end of the esophagus was exam- 
ined under anesthesia. Jackson’s large speculum was 
used, and when the upper end of the esophagus 
was exposed, the piece of ham could be seen. There 
was great difficulty in removing it because every 
time it was grasped with forceps only a small piece 
would tear off. Finally after 45 minutes’ work the 
esophagus was cleared out. The patient swallowed 
at once and with the exception of a_ bronchitis 
which lasted about a week, she made a good recov- 
ery. Among other foreign bodies were pieces of 
bone and a set of false teeth. In the last case the 
patient went to another hospital and was assured 
that there was nothing in the esophagus, though 
she had difficulty in swallowing. In removing bones 
with sharp edges one must be careful to so manipu- 
late the object that the sharp edges will not lacerate 
the wall of the esophagus. This can usually be 


done by coaxing the foreign body out rather than 
by using force. In the case of rubber plates 
which are tightly wedged in the esophagus, it is bet- 
ter to try to cut them up than to attempt to pull 
them out by main force, which is almost sure to re- 
sult in injury of the wall. With patience and perse- 
verence most foreign bodies can be removed with 
forceps. 

Symptomatology of foreign bodies in the esoph- 
agus. The symptoms of foreign bodies in the 
esophagus vary according to the size of the object. 
Thus, if the foreign body be small and smooth there 
may be no alarming symptoms and in children the 
accident may only be discovered afterwards from 
the fact that the child has some trouble swallowing 
solid food. If the object is large there is always 
more or less effort to expel it and, failing in this, 
the muscular effort may force the foreign body 
down into the stomach. In some cases it may be- 
come impacted further down in the esophagus. If 
the object is particularly large there may be a spasm 
of the glottis with dyspnoea, cyanosis and collapse 
due primarily to irritation of the superior laryngeal 
nerve. Irritation of that portion of esophagus op- 
posite the larynx gives rise to these symptoms. In 
some cases collapse may be so extreme as to cause 
death, though this is rare. The symptoms usually 
continue in a milder form or entirely subside. Im- 
paction generally occurs at one of four points whicl: - 
are the narrowest points in the esophagus; viz.: At 
the upper end of the esophagus, the introitus esoph- 
agi at the sixth cervical intervertebral cartilage; at 
the level of the clavicle; opposite the fourth dorsal 
vertebra behind the arch of the aorta and at the 
point where the esophagus is crossed by the left 
bronchus; at the termination where it passes 
through the diaphragm. From possible anomalous 
construction of the esophagus other points of con- 
striction may exist, Mehnert having described 
thirteen such. Foreign bodies are nearly always 
lodged at the upper end of the esophagus which 
makes their removal comparatively easy. If a for- 
eign body becomes impacted, it usually remains in 
that particular position from the muscular con- 
traction and swelling of the membrane; the higher 
up the impaction, the more marked the symptoms 
as a rule and the more rapid their onset. In many 
cases there are no symptoms for a long time except 
the slight difficulty in swallowing. When impaction 
comes on the symptoms are pain, dysphagia, regur- 
gitation, nausea, vomiting, hiccough, cough, hoarse- 
ness and possibly hemorrhage; all these are not, as 
a rule, observed but some are always present. In 
children impaction high up presents a clinical pic- 
ture which is almost diagnostic. The head is held 
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stiff to the right or left, saliva dribbles out of the 
open mouth, dysphagia is immediate and increasing 
and regurgitation is pronounced. These symptoms 
are particularly of sharp foreign bodies. With 
smooth objects the symptoms usually come on later 
when ulceration caused by prolonged pressure ap- 
pears; pain is the predominant symptom increased 
on swallowing and tenderness can always be elicited 
by pressure on the cricoid cartilage in front or at 
the sides. If there is impaction at the aortic con- 
striction symptoms are usually mild because the tis- 
sues here are more or less yielding. Dysphagia is 
not extreme and pain is nearly always slight and is 
referred to the region between the scapulae. Cough 
is early and persistent. Objects in this location may 
remain a long time without causing serious trou- 


ble, but there is always danger of ulceration 
through into the aorta with sudden death. Bron- 
ner reports the case of a boy who, at the age of 
5 years, swallowed a coin. Fluids easily passed 
into the stomach, while solid food was swallowed 
with difficulty. For twenty-two months the symp- 
toms were occasional paroxysmal cough, hoarse- 
ness and attacks of pain referred to the abdomen. 
An +-ray picture showed the coin at the level of the 
fifth dorsal vertebra or opposite the aorta. Fuller- 
ton saw a case in which a coin was impacted in this 
location for seven months; there were no symptoms 
until three weeks before removal. Jalaguier re- 
moved a coin from a child, 4 years old, which had 
been swallowed when the child was 16 months old. 
In Halstead’s case a child, 5 years old, had suf- 
fered from vomiting, regurgitation and attacks of 
abdominal pain since infancy. The x-ray picture 
showed a coin impacted opposite the fourth dorsal 
vertebra which had been there for four and a half 
years. Impaction at the diaphragmatic constric- 
tion is very rare: symptoms are usually persistent 
and severe. Hiccough is persistent from the be- 
ginning; vomiting and pain are common. 
Diagnosis of foreign bodies in the esophagus. 
In many cases, even when the foreign body is 
small, a definite history can be obtained and the 
diagnosis is simple, though no symptoms are pres- 
ent. Children are constantly putting things in their 
mouths and often the mother or the nurse is pres- 
ent and almost sees the object slip down the throat. 
In nearly every case there is some reflex symptom, 
such as coughing, choking or gagging, as the object 
passes down. In those cases where the child is 
away from home or no one happens to be present 
when the accident occurs, the primary symptoms 
may subside quickly, the object becomes fixed in the 
esophagus and nothing is suspected until the child 
begins to have trouble in swallowing. At this stage 


an .«-ray picture may clear the diagnosis if the for- 
eign body will cast a shadow, but if not, an exam- 
ination with the esophagoscope, which is a very 
simple procedure in a child, will always make the 
diagnosis between foreign body and congenital or 
acquired stricture. In a few cases in which there 
was no suspicion of a foreign body, an +-ray pic- 
ture has developed the fact that both a stricture 
and a foreign body were present, the latter lying 
above the former. In all the cases, seen by the 
writer with the exception of one, the diagnosis was 
easily made from the history, which was definite as 


to the swallowing of a foreign body. When the 
primary symptoms subside and no suspicion of the 


presence of a foreign body exists, the mucous mem- 
brane swells around the object and protects it, as 
it were, sometimes for months or even years. 
Sooner or later, however, certain symptoms arise 
which point to the presence of the object and they 
may appear when it is too late to save life. In one 
case the only symptom was the sudden rupture of 
the aorta; the autopsy showed as the cause of death 
a foreign body in the esophagus which had ulcer- 
ated through into the aorta. The edema surround- 
ing the object may go on to ulceration into the 
mediastinum, the trachea, the pleura or the peri- 
cardium, provided the foreign body is in the 
thoracic portion of the esophagus. In any part of 
the esophagus an acute inflammation may form in 
or around the tube with or without abscess which 
gives rise to severe symptoms, as intense pain, 
referred to the neck and chest, chills, fever, vomit- 
ing and dysphagia. Abscess in the upper part of 
the esophagus is usually accompanied by swelling 
of the neck. Rosenthal had a case of a boy in 
whom a piece of bone, impacted in the esophagus, 
perforated the wall and into the pleura causing 
pneumo-thorax. In another remarkable case a 
stud-button, impacted in the esophagus of a child, 7 
months old, caused consolidation of the right lung, 
perforation of the trachea an inch above the bifiur- 
cation and pus in the bronchi and esophagus. Hem- 
orrhage may be the first symptom of an ulceration 
which has progressed rapidly and insidiously; it 
has been known to occur as early as the eighth day. 
In a case reported by Heaton, hemorrhage occurred 
in a few hours after the impaction of a disc whistle 
in the esophagus. Hawley saw a case which re- 
sulted fatally after three hemorrhages from the 
esophagus of a boy, 4 years old; the autopsy showed 
a coin impacted an inch below the level of the arch 
of the aorta. On each side corresponding to the 
edges of the coin were deep ulcers, the left one 
communicating with the descending aorta. The 
foreign body had been in the esophagus six months. 
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In a case reported by Rolleston and Whipham, a 
girl, 3 years old, died of tubercular (?) peritonitis 
after an illness of three months. The autopsy re- 
vealed a headless pin, four and three-quarters in- 
ches long, resembling a hat-pin, in the esophagus 
with two and a half inches of the pointed end pro- 
jecting upward and perforating the wall on the right 
just above the diaphragm, while the other end had 
also perforated the esophageal wall, pierced the 
diaphragm and perforated the superior mesenteric 
artery, causing a false aneurism between pancreas 
and duodenum. The cases related above are ex- 
treme and could scarcely occur now; the introduc- 
tion of the esophagoscope has given us a means of 
examining the esophagus and diagnosing foreign 
bodies before perforation or ulceration comes on. 


The value of the x-ray in the diagnosis of foreign 
bodies. What has been said as to the value of the 


x-ray in bronchoscopy applies equally to the esoph- 
agus. There are-certain objects which will not 


show in a picture, but this does not make any dif- 
ference in esophagoscopy because the method is 
comparatively simple. In fact, inability to get good 
x-ray pictures should not deter us from making a 
bronchoscopic or an esophageal examination. The 
information obtained from the examination is of 
great value positively or negatively. In locating 


coins the position will usually tell whether the ob- 


ject is in the trachea or the esophagus. If in the 
former, the edges will be antero-posterior because 
it passes through the glottis in this position and 
there is not sufficient space in the trachea for the 
coin to turn ; if in the latter, the edges are transverse 
or lateral because the upper end of the esophagus 
is a transverse slit, which is the narrowest part of 
the tube and foreign bodies nearly always lodge 
here. 

Special methods of examining the esophagus. 
Brunings and Mosher have devised methods of in- 
flating the esophagus with air through the esoph- 
agoscope. Moshes uses a large oval tube which he 
introduces through his open speculum which has 
been referred to above; he then closes the end of 
the tube with a cap holding glass through which 
the operator looks. After the cap is in place, by 
means of a rubber bulb attached to the esophago- 
scope, air is pumped into the esophagus, which bal- 
loons up. Mosher claims that the method greatly 
simplifies the diagnosis of diverticulum in that the . 
operator, looking through the glass, sees two dis- 
tinct openings with the esophagus “ballooned up.” 
According to him, the method also simplifies the 
examination of the esophagus because the walls 
can be more clearly seen. He says that the passage 
of the large tube causes a very sore throat for sev- 


eral days and that the tube must always be passed 
under deep anesthesia. Brunings’ apparatus con- 
sists of “an ordinary non-extensible esophagoscope, 
to which may be adapted a small closing cap pro- 
vided with a sloping pane of looking glass. The 
cap is air-tight, and provided with a lateral tube 
for the attachment of an india-rubber inflator.” 
He says the method is safe because any excess of 
air escapes into the stomach and the patient com- 
plains of pain if too much air escapes. He uses his 
method under local anesthesia, which would appear 
much safer than general anesthesia because he has 
the patient’s aid in telling how much air to use 
safely. He says “the advantage of the method for 
the esophagus is limited in many cases by the clos- 
ing cap rendering the employment of any operat- 
ing instrument, and even the indispensable cleansing 


of the field of vision, impossible. Nevertheless, 
there are a few indications for it. If air is slowly 
pumped into the esophagus when the tube is high 
up, the lumen is developed in inverse ratio to the 
varying strength of external resistance. The mouth 
of the esophagus does not allow any air to escape 
past the tube, even when there is a high degree of 
pressure and expansion of the stomach. In the 
cervical section an enlargement of the lumen in- 
creasing downwards funnel-wise is observed, but 
this scarcely exceeds the diameter of from 0.5 to 1 
centimetre. The lumen, however, increases re- 
markably in the thoracic section and especially in 
the pars infrabifurcalis. The increase in diameter 
is not equal on all sides but is most marked laterally, 
so that the bifurcation constriction and the aorta 
constriction become very prominent. They gener- 
ally stand out in the lumen to such an extent that, 
in spite of the average width of the passage being 
2 to 3 centimetres, it is not possible to see as far 
as the hiatus esophageus. The diaphragmatic con- 
striction also appears during dilatation with great 
distinctness as a sharp band; normally it appears 
as a complete fissure-like occlusion, but masses of 
mucus are often seen moving up and down in the 
hiatus with the respiratory movements. I am hop- 
ing for some practical advantage from pneumatic 
esophagoscopy, especially in the case of spasms, 
pareses and dilatations, which often present great 
difficulties in diagnosis. Motor disturbances may 
depart in two directions from the normal physio- 
logical behavior described above. Expansibility 
may be diminished, or even abolished, through ab- 
normal reflex contraction, or else expansion may 
meet with such an abnormally slight resistance that 
there is then no reflex peristalsis at all. Any exist- 
ing dilatation, the recognition (in slighter degrees ) 
and estimation of which (at an advanced stage) 
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would otherwise be doubtful, would become very 
prominent. For the pneumatic method it is indif- 
ferent whether the cardia is air-tight or not, as the 
air finds an adequate resistance at the pylorus for 
any admissible degree of inflation. Doubtless the 
diagnosis of an anatomical or spastic stenosis is 
aided by the process of inflation, as the form and 
position of the constriction or increased resistance 
is shown sharply against the expanded lumen. This 
method may also serve to locate the cardia, which 
is often difficult to see, and lies very excentrically, 
in dilatation of spasmodic origin, and so entrance 
into the stomach is facilitated. The procedure in 
pneumatic esophagoscopy is exceedingly simple, 
and requires no further description. There seems 
to me to be no danger whatever, provided that due 
attention is paid to the sensations of the patient, 
such as a feeling of pressure in the stomach.” It 
will be seen that Brunings is not very enthusiastic 
over what has been accomplished with “pneumatic 
esophagoscopy.” He seems to think that it has a 
future, but that it will have to be further developed. 
The writer has never used the method, hence the 
quotation from one who has had experience with 
it. 

Dilatation of the esophagus. It is sometimes 
very difficult to extract large foreign bodies from 
the esophagus. Chief among these is the tooth- 
plate, which up to 1905 was successfully removed 
only five times in fifteen attempts through the 
natural passage, according to Starck’s statistics. 
Four times it was pushed into the stomach and 
five times it was removed by external esophag- 
otomy. To obviate these difficulties dilatation of 
the esophagus has been proposed. Killian in one 
case passed a steel wire snare around a plate and 
succeeded in burning through it and removing the 
fragments. The use of strong forceps for breaking 
up objects seems to be dangerous, especially if the 
foreign bodies are sharp. Brunings devised a dila- 
tation esophagoscope which consists of a tube di- 
lating unilaterally. in its lower section only, by 
means of a lever outside. Its maximum width of 
dilatation is 5.5 centimeters and when this is ex- 
ceeded the instrument automatically closes again. 
The tube is introduced by the sense of touch with 
the blades closed; after it is in the esophagus, it is 
turned 90 degrees so that “spreading takes place 
in the frontal plane.” The tube is now opened 1.5 
centimetres. Forceps are passed and the foreign 
body seized; the tube is now gradually opened 
wider and attempts made to dislodge the object, 
which is then drawn into the tube or turned and 
loosened so that it can be extracted without danger. 


A NEW TYPE OF SCALPEL. 
G. S. Foster, M.D., 


Surgeon and Pathologist to the Hospital Notre: Dame de 
Lourdes, 


MANCHESTER, N. H. 


The surgeon’s knife is now made in many styles, 
but they are all similar to a marked degree. They 
all have many disadvantages. To overcome these 
I have modeled a new form which well serves my 
purpose. 

The model herein pictured has several advan- 
tages. It is easily held within the palm of the hand 


without the slightest danger of slipping. The shoul- 
der of the scalpel rests against the thenar eminence, 
the middle finger passes through the groove, the 
index finger runs along the shaft toward the blade 
while the thumb guides, as its ball rests in an in- 
dentation on the side of the shaft opposite the 
index finger. 

The blade is so constructed as to permit the 
entire length to incise at once. The stroke is made 
by merely moving the fingers. No wrist motion is 
necessary. Thus a much cleaner and less shocking 
incision is permitted. 

Most scalpels permit the operator to use the dis- 
tal third of the blade only. This is a marked dis- 
advantage in that a clean, quickly-made and pre- 
cise incision is quite impossible. 

The scalpel herein described allows the operator 
to always have the full length of the blade in view. 
No picking or cumbersome movements are neces- 
sary. The blade can always be carefully watched 
and dexterous finger movements eliminate any 
wrist action. 


fry 


Vo. 

| 

hilt 

an 

ter 
| 

Cas 

G tim 

cas 

falc 

( 

cli 

bag 

was 

box 

sio 

occ 

the 

jun 

Sa 

was 

cult 

plac 

rig 

on 

me 

Sa 

the 

tio 

( 

acte 

in 

sha 

ply 

The 


Vou. XXVIII, No. 11. 


McGuIRE AND JOHNSON—FRACTURES. 


AMERICAN 
JouRNAL OF SURGERY. 


439 


Blunt dissection is readily carried out with the 
hilt. This part of the instrument is round, broad 
and thick. The soft tissues can be separated dex- 
terously without tearing. 


RESUME OF ADVANTAGES. 


1. Held firmly yet lightly without slipping. 
2. Clean incision by entire length of blade. 
3. Blade always in sight. 

4. Finger manipulation, no wrist action. 

5. False moves eliminated. 

6. Incision shock greatly lessened. 

7, Fits the hand nicely. 

& Permits good blunt dissection. 

967 STREET. 


REPORT OF TWO UNUSUAL FRACTURES: 
1. SIMULTANEOUS FRACTURE OF 
BOTH CLAVICLES. 2. UNIQUE 
CRUSHING FRACTURE 
OF TIBIA. 

F. W. McGutre, M.D., 

Attending Surgeon, Emergency Hospital, 
an 
W. H. Jounson, M.D., 


House Surgeon, Emergency Hospital, 
BuFFato, N. Y 


The following fracture cases are sufficiently rare 
and interesting to be reported. 

Simultaneous fracture of both clavicles, as in 
Case I, is reported in the literature from time to 
time, but it is unique in our experience, for no other 
case has appeared at the Emergency Hospital, Buf- 
falo, in the past five years. 

Case I:—Mr. S., aged 42, was brought to the 
clinic March 16, 1914, giving a history that a gar- 
bage wagon which he was driving overturned and 
was struck by a street-car, and he fell under the 
box of the wagon, which probably caused compres- 
sion of both shoulders. 

He sustained fractures of both clavicles, the right 
occurring at the middle third of the bone, and 
the left about one inch from the sterno-clavicular 
junction. Reduction was attempted and a double 
Sayre’s dressing was applied, but, as the patient 
was of a rather low mentality, considerable diffi- 
culty was experienced in keeping the dressing in 
place. At the end of one week reduction in the 
right clavicle was almost perfect, but the fragments 
on the left side were again overlapping. 

Under ether, a nail was driven into the frag- 
ments of the left clavicle through the skin and a 
Sayre’s dressing was applied. Three weeks after 
the operation the patient was discharged, examina- 
tion showing firm union and considerable callus. 

Case II is of much interest because of the char- 
acter of the fracture and because union occurred 
in a bone from which a large segment of the entire 
shaft had been completely separated, the blood sup- 
ply in the detached portion having been cut off. 
The fragment itself was not deprived of its perios- 


teum, however, and regeneration occurred without 
absorption of bone, firm union having taken place 
at the end of seven weeks. 


Mr. P., aged 31, was brought to the clinic Feb- 
ruary 9, 1914, giving a history of having been 


Fig. 1. Case II. Showing complete separation of the frag- 
ment. Note the notch in the upper portion of the tibia. 


driving a wagon loaded with coal, the total weight 
of the wagon and contents being about three and 
one-half tons. The patient was walking alongside 
of the wagon, endeavoring to keep warm, when 
he slipped and fell on the snowy pavement, and a 
rear wheel of the heavily loaded wagon passed 
over the lower third of his left leg. 


Fig. 2. Case II. After operation. 


Examination disclosed what appeared to be a 
fracture at the junction of the middle and lower 
thirds of the tibia. Reduction was attempted and 
lateral splints were applied. An -+-ray picture 
taken twenty-four hours later showed a peculiar 
fracture of the tibia and fibula, in that a fragment 
of bone, consisting of the entire shaft about three 
inches long, had been completely separated from the 
tibia, this length of the fragment corresponding 
almost exactly to the width of the wagon tire. The 
upper line of fracture was transverse with a slight 
notching of the surface, while the lower was an 
oblique break. (See figure 1.) Reduction being 
impossible, an operation was advised. 

Under ether, the break was exposed and the 
upper end of the fragment was dove-tailed into 
the upper portion of the tibia and the lower end 
of the fragment had to be retained in place by 
means of a screw, as shown in figure 2. The frag- 
ment was still somewhat displaced after operation, 
but, at the end of three weeks, examination showed 
firm union with considerable callus. At the end of 
seven weeks the patient was discharged with no 
shortening and no deformity in the injured member. 
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THE LANE PLATE. 

The enthusiasm for the employment of Lane’s 
metal plates for the fixation of fractured bones ap- 
pears to be very much on the wane. This is as 
might have been expected. We have,previously ex- 
pressed the opinion, based on careful observation, 
that metal plates and screws applied to the broken 
bone ends are sometimes of themselves a cause of 
non-union, and that autoplastic bone grafts used as 
splints or even only as osteogenetic factors, are far 
preferable physiologically. It is interesting to note 
the increasing use of such bone grafts in place of 
metal materials. Animal tissues are intolerant of 
foreign bodies. To be sure, needle fragments, bul- 
lets and other small metal substances often remain 
indefinitely and inocuously buried (usually in the 
muscles), and the same is true, very often indeed, 
of sutures of silk and linen in uninfected tissues. 
To be sure, too, metal plates and screws sometimes 
abide peacefully on and in human bones for long 
periods, perhaps even indefinitely, but such instances 
are the exceptions that prove the rule. Metal plates 
for filling cranial defects rarely remain in place for 
long, and the silver filigree sometimes used in very 
large hernie is also always a doubtful expedient. 
Such a device is sometimes necessary, indeed, and 
so too, no doubt, is the metal bone plate or screw. 
But for most cases, at least, we believe that bone 
grafts and bone dowels are vastly to be preferred 
to metal ones. And, too, although we would not 
quarrel over the point, we regard such absorbable 


materials as kangaroo tendon and chromicized cat- 
gut as preferable, in most instances, to silk and 
linen, for buried sutures and ligatures —W. M. B. 


STIFF AND PAINFUL KNEE. 

Not a little has been written in recent years con- 
cerning that often very puzzling condition, “stiff 
and painful shoulder’”—puzzling often as to etiol- 
ogy, diagnosis and treatment. Thanks to the 
strides of a few observers, notably Cadman’s con- 
cerning subacromial bursitis and T. Turner Thomas’ 
concerning sprains and tears of the capsule, some 
of the varieties of shoulder disability are now much 
better understood—although concerning even these 
varieties many fallacies are still current. 

The knee, a more complicated joint than the 
shoulder, and, like it, surrounded by tendinous 
structures and bursae, is, also like it, subject to 
puzzling conditions of prolonged disability after 
comparatively minor traumata. 

Three recently published articles by Ernest 
Finch and Edred M. Corner of London and Rob- 
ert Jones of Liverpool deal very lucidly with de- 
rangements of the knee joint, emphasizing, espe- 
cially, however, dislocation of the semilunar carti- 
lages, lacerations and gross sprains, loose bodies, 
rupture of the crucial ligaments and fracture of 
the tibial spine. 

One or other of these conditions no doubt ac- 
counts for a considerable number of the cases of 
traumatic stiff and painful knee. There is no 
doubt, however, that there remains a still larger 
number of cases of prolonged knee disability, some 
traumatic and some developing, apparently, spon- 
taneously, in which these internal derangements 
can be excluded. It seems not unlikely that in 
many of these the lesion is, as in the shoulder, en- 
tirely extra-articular and that greater attention to 
the tendons and bursae in the neighborhood of the 
joint may reveal a condition or set of conditions, 
perhaps akin to supraspinatus tendon tear and 
subacromial bursitis, that will much _ illuminate 
some of the still obscure types of stiff and painful 
knee.—W. M. B. 


AMERICA’S MEDICAL OPPORTUNITY. 

We are told that the European war will prove to 
be America’s industrial opportunity, that the par- 
alysis of enterprises abroad will provide new mar- 
kets for our own enterprises, that much of the for- 
eign trade of the nations at war can be absorbed 
and perhaps permanently retained by America. The 
same conditions apply to post-graduate medical 
teaching. Certain it is that many of the large num- 
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ber of American medical men who had anticipated 
taking courses this year in Germany or Austria will 
turn now to the medical centers of their own coun- 
try for instruction, and it is not unlikely that many 
will come to us from Central and South America. 

How well are New York, Chicago, Philadelphia, 
Boston, Baltimore equipped to take up the work that 
perforce must languish in the great European uni- 
versities and clinics? 

Of clinical material, of surgical skill, of modern 
hospital management and therapeutic methods, 
there are ample for all to behold. But of oppor- 
tunities for actual clinical work and laboratory 
study there are, we fear, too few; and in autopsy 
material we certainly lag far behind. 

What efforts, then, willbe made in our large cities 
to attract and retain the students that Europe must 
now deny? 

How will our large hospitals and laboratories be 
opened to them? To “see America first” will, for a 
time at least, be a necessity. What are we going 
to do to make it a habit? 

To develop teaching develops teachers, which 
means the stimulation of research and the advance- 
ment of scientific medicine. This is America’s med- 
ical opportunity. Are we going to grasp it?— 
W. M. B. 


LETTER TO THE EDITOR. 


PRIMEVAL OBSTETRICS PERPETUATED. 
Norristown, Pa., September 25, 1914. 
To the Editor: 

That it is more by good luck than good manage- 
ment that many cases of labor terminate as favor- 
ably as they do cannot be gainsaid. That there is 
a special Divinity which watches over womankind 
during her accouchement is very likely. What 
Holmes and Semmelweis enunciated, what theories 
have been proven facts, and what technic elaborated 
have evidently not been accorded more than of 
academic value when one follows the practice of 
many physicians, other than specialists in obstet- 
tics. It is a rarity here for the physician to use 
rubber gloves, and almost unknown for him to 
wear a gown. In fact, the public has been so edu- 
cated here that they ridicule the use of gloves or 
gown. I have seen two practitioners of quite some 
local repute wash up in a most cursory manner, put 
the patient, who was in labor, in the Sims position, 
and in a most gentlemanly and modest way thrust 
the hand under the bed clothes and after some feel- 
ing around (vaginal examination?) succeed in diag- 
nosing the position of the fetus and condition of 
the os, etc. The position of the patient and the 
maneuvers of the physician were more adapted to 
massaging the prostate in the male. At this method 
they have become as adept as an old nurse I met in 
London who boasted of her ability to catheterize 
the female in the dark. 


Another physician, of a later vintage and enjoy- 
ing a big patronage, covers his examining fingers 
with a part of the first household sheet he can get. 

Douching of the puerperal vagina is still rele- 
gated ‘by the physician to some member of the 
household or a nurse of as much merit. 

Question: Does the public or the physician re- 
quire more education? Who would you blame? 

D. NaTuan, M.D. 

615 West MARSHALL STREET. 


Surgical Suggestions 


To secure good exposure by a transverse in- 
cision of the upper abdomen it is important that 
the level of the incision should not be too high. 
It should pass through the wide portion of the 
costal arch, not far from the umbilicus. 


In closing wounds we believe it is undesirable 
to pass skin sutures through the subcutaneous 
fat, which is easily liquefied and infected. The 
fat layer, however thick, is amply coated by 
the closure of the skin and the application of the 
dressing. 


For the closure of abdominal and other wounds 
fine sutures applied close to the skin edge and 
only through the skin thickness produce little or 
no scarring. Those taking large “bites” of the 
skin and subcutaneous fat, so commonly used, 
leave ugly “stepladder” or “centipede” scars. 
Tension sutures, too, also used by many sur- 
geons, are rarely necessary, even after breast 
amputations. 


A very satisfactory operation for umbilical 
hernia in cases where the ring is not of huge 
size and the abdominal wall not attenuated, con- 
sists in splitting open, like an oyster, cach rectus 
sheath at the ring and for a greater or less dis- 
tance in the linea alba above and below, and 
suturing together the posterior and the auterior 
layers of the two sheaths in separate layers. If 
the rectus muscles are not separated, as they so 
often are in multiparous women, the aponeurosis 
sutures are sufficient to approximate them. If 
they are separated, it is undesirable to stretch 
and tear them by approximating muscle sutures. 
The operation can be performed through a ver- 
tical or a transverse incision. The former is 
the more convenient and the less disfiguring. 
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Surgical Sociology 


Ira S. Wile, M. D., Department Editor. 


HosPitTALs CRITICISED. 

C. H. Mayo, in the Modern Hospital, October, 
1914, criticises directly or by implication many fac- 
tors in hospital organization. It is unnecessary to 
discuss in detail the numerous points brought out 
by Dr. Mayo, but certain phases at least merit pass- 
ing consideration. 

Because of the peculiar conditions existing at 
Rochester, Minnesota, and because of the rush of 
patients which overcrowds the hospital proper, sur- 
gical patients are seldom retained in the hospital for 
longer than one or two weeks. As soon as possi- 
ble the surgical patients leave the hospital and are 
transported to a hotel or private home, where they 
receive their further treatment. 

Upon this local experience Dr. Mayo criticises 
as inefficient the maintenance of patients in hos- 
pitals for the period of time necessary for conval- 
escence. He states that “To keep a patient in the 
hospital longer than is necessary is an unwarranted 
expense to. him or an unjustified tax on those who 
contribute to hospital expenses, besides keeping 
some other needy patient from being cared for.” 
As far as the expense to the patient is concerned, 
it must not be forgotten that the patient under the 
Rochester plan continues to have an expense as a 
result of transportation to another institution. On 
the other hand, the facilities for surgical care in 
private homes are by no means equal to those af- 
forded in a hospital. 

In general, the criticism has been leveled against 
hospitals that they fail to send out their patients 


in a condition enabling them to resume their activ-. 


ities. It is true that convalescence is often pro- 
tracted and there is a pronounced need for the 
establishment of convalescent homes. The cost of 
such institutions, however, would in no wise de- 
crease the expenditure of the patient now retained 
in the beds of private hospitals. It is desirable, 
until such retreats for convalescent patients can be 
established in sufficient number, that patients be 
retained in the hospitals until their condition war- 
rants removal to their homes. In the case of the 
poor whose homes are not the best places for the 
promotion of good health, it would be far better 
hospital efficiency, viewed from the standpoint of 
end-results, to retain the patient until his restora- 
tion to health is practically established. 

All cities do not have the perfect systematic or- 
ganization that exists in the city of the Mayos, and 
consequently hospitals are unable to empty their 
beds with the rapidity and facility which exists in 
that well-developed surgical center. It is unfair, 
however, to criticise this particular type of hospital 
activity as inefficient, merely because the beds are 
not released as quickly as is possible at the St. 
Mary’s Hospital, where almost all of the patients 
pay for their care and treatment. 

One point of implied criticism deserves especial 
consideration. It is suggested that many surgical 


procedures, particularly upon the female sex organs, 
should be discarded, but are being performed owing 
to a lack of knowledge of their after-results. Obvi- 
ously, with proper investigation of hospital surgery 
there should be some indication of the actual sur- 
gical result, not merely at the time of discharge 
from the hospital, but after the lapse of a sufficient 
period of time to test its value. 

The doctrine of efficiency has not been established 
for a sufficiently long period of time to have pro- 
vided the type of record that is essential for deter- 
mining the success or failure of operative pro- 
cedures. Until such figures are available, it is neces- 
sary for surgeons to utilize their best judgment, 
based upon known facts in determining the type 
of operation that shall be performed. It is true, 
however, that conservatism in surgery is more neces- 
sary now than ever. The preservation of a careful 
technic has robbed ordinary surgical procedures of 
most of their dangers and surgical mistakes do not 
necessarily involve loss of life, though they may im- 
pair function. The impairment of function, how- 
ever, demands every thought on the part of the 
operator, because it may seriously interfere with the 
development of a normal life on the part of the pa- 
tients. 

“A hospital should be responsible for correct rec- 
ords of all operations and treatments of patients who 
enter the institution. This should be made by the 
superintendent, registrar, or interne, and kept, not 
for public inspection, but as a record for increas- 
ing hospital efficiency. The report showing the mis- 
takes in diagnosis, and the number of patients who 
came back for a second operation because the first 
did not benefit, would be instructive. The number 
who have evidently more than one trouble, the pres- 
ence of which could so easily have been found by 
observation at the time of the first operation, be- 
comes a serious matter when we think of the lost 
time, double risk, and burden of expense thrust 
unnecessarily on such patients or on the com- 
munity.” 

This paragraph contains a thought of immense 
importance in the development and maintenance ot 
hospital efficiency. Hospital abuse should not be 
tolerated. Undoubtedly, many hospitals at the pres- 
ent time are unknowingly being subjected to pro- 
cedures which are contrary to the spirit of modern 
medicine and reflect discreditably upon medicine and 
surgery. Unfortunately, many hospitals, character- 
ized as public in their scope, are veritably private 
hospitals assisted from public funds for the benefit 
of a few physicians and surgeons who have actually 
come to believe that the institutions exist for their 
own personal aggrandizement, improvement and 
commercial betterment. a 

Surgeons themselves should be the first to criti- 
cize their own institutions and to watch with the 
utmost care the character of the work performed 
by their colleagues in surgical cases. Wholesome 
criticisms of a constructive nature leading to the 
betterment of the surgical fraternity are always de- 
sirable. The more quickly hospitals are purged 
from irritating forces, the better it will be for the 
hospitals, the patients, and the profession. 
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A MortorcycLtE AMBULANCE. 

The utilization of motor vehicles in modern war- 
fare has largely altered the activities of large mili- 
tary organization. Detachments of soldiers mounted 
on motorcycles have been exceedingly useful for 
scouting purposes. Traction engines have made 
possible the conveying of supplies with great rapid- 
ity in the wage of advancing columns. For the 
gathering of supplies, the rushing of messages, the 
quick transfer of guns, ammunition, and general 
supplies, no method of transportation has been 
found to equal that of gasoline motor power. 

The use of the motor ambulances is fast super- 
seding the old familiar horse- or mule-drawn am- 
bulance. As a further means of rapid transporta- 
tion of the injured there now exists the motorcycle 
with a stretcher side car. This cheap conveyance 
is destined to perform valuable service in connec- 
tion with the prompt removal of wounded from 
the battlefield or first aid stations to regimental, 
division or base of hospitals. Increased efficiency 
must necessarily result and the services of the hos- 
pital corps be immeasurably enhanced in value 
through the elimination of unnecessary litter carry- 
ing by the hospital corps or by non-combatants. 

While it is possible that ambulances of this type 
may not become popular for city use, there is little 
question that it forms an inexpensive and valuable 
type of transportation for use in rural communities 
where local hospitals do not exist and where trans- 
ference to hospitals in nearby cities must be prompt 
and rapid, in order to insure the recovery of in- 
jured or otherwise stricken individuals. 

The complexities of hospital provision for small 
communities would be somewhat relieved if there 
could be established a system of ambulances of mo- 
tor type, even of the cycle car and side stretcher 
variety. In relief work beyond that of the first aid 
variety, prompt hospital attention is essential. The 
heavy motor ambulances employed by large muni- 
cipal or volunteer hospitals are too expensive for 
smaller communities. It is reasonable to expect that 
the development of this smaller unit ambulance will 
prove itself to be an acquisitions in the relief of the 
injured, not merely on the fields of battle, but also 
in the realm of industrial strife. 


SPINAL PUNCTURE. 

Contrary to what we observe in normal individ- 
uals, namely, appearance of headache when some 
spinal fluid is withdrawn for diagnostic purposes, 
in infectious diseases the existing headache is 
greatly relieved and even removed totally. The pro- 
cedure is an innocuous one and deserves extensive 
use in the course of infectious diseases in which 
pain in the head is frequently one of the most dis- 
turbing and distressing manifestations —ALFRED 
Gorpon in The Therapeutic Gazette. 


Book Reviews 


By Daniet M. Hoyt. M.D., for- 


Practical Therapeutics. 


merly Instructor in Therapeutics, University of Penn- 
sylvania; Fellow of the College of Physicians; Assist- 
ant Physéeian to the Philadelphia General Hospital. 
St. Louis, C. V. 


Second Edition. Octavo; 426 pages. 
Mossy Company, 1914. Price, $5.00. 


This book is a handy volume of ready reference for the 
practitioner. The first half deals with the drugs of the 
pharmacopeia, their physiological action, therapeutic appli- 
cation and toxicology. The subject matter is well handled 
and the descriptions of the drugs and their uses, though 
brief, are complete. The second half of the book consists 
of the new and non-official remedies, permission to include 
these descriptions having been given by the American 
Medical Association. The addition of this portion of the 
book makes the volume of considerably more practical 
value than is the ordinary book on therapy. 


Under the heading of Drugs Used as Specifics are in- 
cluded diphtheria antitoxin and tuberculin. Under the 
title of the von yo Reaction the procedure is described 
as follows: “The lymph is dropped on the arm in two 
places, three or four inches apart, and a stab is made with 
a small scalpel through the tuberculin. The tuberculin .is 
then rubbed well into the incision,” etc. This is certainly 
not the procedure as described by von Pirquet, and as the 
reviewer has quite recently had opportunity to observe, it 
may lead to serious results from the absorption of. too 
large an amount of tuberculin. 


Under the heading of dosage of diphtheria antitoxin 
4,000 units is arbitrarily given as the adult dose, to be 
repeated in twelve hours, if necessary. This, it will prob- 
ably be universally agreed, is too small a dose. 


Serology of Nervous and Mental Diseases. By D. M. 
Kaptan, M.D., Director of Clinical and Research Lab- 
oratories of the Neurological Institute; Serologist to 
the Montefiore Home, New York City. Small octavo; 
346 pages; illustrated. Philadelphia and London: W. 
B. SaunDERS Company, 1914. 


In this book the reader will find a very careful and com- 
plete consideration of the serological aspect of neurolog- 
ical diseases. After taking up in detail the technic of lum- 
bar puncture, the author devotes considerable space to a 
description of the normal spinal fluid, and the various tests 
to which it may be subjected. This, of course, includes 

a discussion in detail of the Wassermann reaction. The 
jenal part of the book deals with the serological study 
of non-luetic nervous diseases, while the latter half treats 
of syphilis and salvarsan. The subject-matter is well 
handled and the value of the work is greatly enhanced by 
the excellent bibliography, which covers seventy pages and 
includes references from English, French and German 
literature. This bibliography alone is of great usefulness 
and should make the book almost indispensable to anyone 
working in the field of serology. As Kaplan states in his 
preface, there is no volume in the English language which 
treats of the serology of nervous diseases, and this work 
should therefore form a welcome addition to the practi- 
tioner’s library. 


Collected Papers by the Staff of St. Mary’s Hospital, 
Mayo Clinic. Rochester, Minn., 1913. Edited by 
Mrs. M. H. MEttisH. Large octavo; 819 pages; = 
illustrations. Philadelphia and London: W. 
Saunpers Co., 1914. 


This volume, the seventh of the series of collected Mayo 
papers, contains the papers published last year by twenty- 
eight members of the Mayo staff, classified under appro- 
priate subject-headings, supplied with indices, and hand- 
somely illustrated. Like the preceding volumes this one 
is rich in valuable clinical observation, technical informa- 
tion and the results of certain pathological studies. 
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A Résumé of Recent Literature. 


Experimental and Clinical Studies of Colon Stasis. 
J. R. Eastman, Indianapolis. Journal American Med- 
ical Association, Aug. 8, 1914. 


The subject of colonic toxemia, can be studied under 
the four headings of (a) colitis; (b) adhesions, mem- 
branes and kinks; (c) colon dilatations and visceroptosis, 
and (d) stasis. Many questions of alimentary toxemia are 
more or less dependent on these factors. As regards the 
causes of these conditions those which are more or less 
commonly found in dogs and can be produced in rabbits, 
are discussed. Many writers have expressed the belief 
that plastic adhesions can be produced by toxins in the 
large intestine and Bassler has described a bacterium to 
which he ascribes the origin of pericolonic adhesions. 
Adami also supports the view of a bacterial origin. The 
clinical consequences of membrane formation are somewhat 
varied but this does not prove that they are always re- 
sponsible for stasis. A delicate vascular form of mem- 
brane may exist without constipation in young persons 
and is found in most every case of chronic appendicitis, 
which it probably favors. Pericolonic adhesions nearly 
always give rise to some disturbance and has been able 
to occasionally relieve colon stasis by division of a sur- 
rounding membrane. It seems reasonably fair to say that 
such membranous adhesions may induce colon stasis and 
also favor the penetration of bacteria from the bowel 
and thus reproduce themselves. Somewhat similar inter- 
change of cause and effect is presented in colon ptosis 
and seems to be almost constantly associated with it. The 
treatment must vary according to the peculiarities of each 
case. Purely medical treatment with petroleum oil, Weir 
Mitchell feeding according to Coffey’s plan and a medical 
treatment aimed at arrest of intestinal infection, all may 
have their value, and hygiene, regular vigorous exercise 
and proper living, will do still more. The surgical treat- 
ment is not yet fully ready for discussion. Among the 
methods proposed he mentions those of Coffey and LC. 
A. L. Reed and those of Arbuthnot Lane whose best 
known operative exploits are based on Metchnikoff’s the- 
ory that we are better off without a colon. Whichever 
method is used should be determined after the abdomen 
has been opened and explored and not fixed upon before 
operation. Little is‘to be expected from very extensive 
removal of pericolonic membrane. If short-circuiting is 
done, special care should be exercised is selecting the colon 
surface to be anastomosed. Anastomosis of the caput-coli 
at its lowest level with the rectum has all the advantages 
and eliminates some of the evils of iliocolostomy. The 
opening of communication should be amply large and the 
appendix, though normal, should be excised if in the way, 
as should also the sigmoid, if dilated and very redundant. 
The improvement following short-circuiting operations is 
probably due somewhat to the relief of colitis or the as- 
sociated factors. Direct drainage favors the escape of 
bacteria-laden secretions which aggravated the colitis and 
this is a probability in stasis cases where the colon is not 
fettered by firm adhesions. Where the colon is not thus 
hopelessly fettered the purpose of a well-planned short-cir- 
cuiting operation should be not to put the colon out of 
commission but by relief of colitis and pericolitis to put 
it back into its normal function. 


Resection of the First Portion of the Large Intestine 
and the Resulting Effect on Its Functions. W. J. 
Mayo, Rochester, Journal American Medical Associa- 
tion, Aug. 8, 1914. 


The variations in anatomy and the function of the large 
intestine are reviewed by Mayo, who points out the dif- 
ferent uses of the part proximal to the splenic flexure 
and the descending colon and sigmoid. The changes in 
function in early life are pointed out and reasoning from 
analogy he says we can assume that the functional activity 


of the proximal half of the large intestine concerns vege- 
table intake. In the herbivora this portion is a sort of 
silo in which fermentation of vegetable materials takes 
place, developing nutritive products of great value. Within 
the past one hundred years it has been shown that the 
flesh intake of man has been increased four-fold and its 
decomposition in the intestine develops poisonous prod- 
ucts which may be absorbed, and Mayo describes a peculiar 
form of silent constipation with thin-walled bowel and no 
abdominal distention, accompanied with symtoms which 
may be attributed to neurasthenia or even be mistaken for 
exophthalmic goiter in severe cases, which he attributes 
to such absorption. From a small number of patients— 
about twenty—with exaggerated conditions of secocolic 
stasis and associated nervous symptoms, he has removed 
ten inches of the terminal ileum, appendix, cecum, ascend- 
ing colon, hepatic flexure and a portion of the transverse 
colon, not trespassing to any extent on the transverse 
colon which contains the omentum. If all the omentum 
is removed damaging adhesions subsequently occur, with 
disastrous sequels. In all the cases in which this resection 
was made and the ileum joined to the transverse colon, 
there has been marked improvement and relief from con- 
stipation. Nearly all of them had been operated on before 
for appendicitis, etc. He thinks that it removed the cause, 
in some cases at least, of the existing intestinal toxemia. 
Although the operation is a serious one, none of the pa- 
tients has been lost, but the number of persons for whom 
it is suitable is, Mayo believes, a very limited one. 


Observations on the Movements of the Isolated Hu- 
man Vermiform Appendix. J. A. GuNN and R. H. 
A. WuireLocxe, Oxford. The British Journal of 
Surgery, July, 1914. 


Although in the nature of a preliminary report, the 
observations of the authors are sufficiently significant to 
be reviewed. Gunn has shown that the removed mam- 
malian organ ceases contracting when placed in ordinary 
Locke’s solution, but, when supplied with oxygenated 
Locké’s solution at body temperature, the contractions re- 
turn. With this knowledge it was possible to investigate 
any exsected tissues removed at surgical operations. Ex- 
periments of this nature are of course far removed from 
those possible with human tissues removed postmortem. 

The authors found that in the isolated human appendix 
“there are typically present larger contractions with 
(usually) superimposed. smaller contractions.” The ex- 
sected rabbit’s appendix was then found to have a similar 
contractile wave. It was compared with the movements 
of the appendix in situ, and a close parallel was found. 
The authors therefore believe that the movements of the 
excised human appendix closely simulate those of the 
human appendix in situ. The authors then demonstrated 
that, as was expected, the appendix has a double nerve 
supply—splanchnic and pelvic visceral. The most lively 
movements of the appendix were found in the organs re- 
moved from young patients under ten years of age. The 
last point established up to the present is “that a very 
severely inflamed appendix may still show spontaneous 
movements of not definitely aberrant type.” 


The Use of the Omentum in Abdominal Drainage. 
L. S. RAMSDELL, Manistee, Mich. The Journal of the 
Michigan State Medical Society, September, 1914. 


Ramsdell believes that tucking the omentum around the 
infected area in an abdominal wound and securing it by 4 
stitch or two of fine gut, is a great safeguard against 
spreading the infection. He uses the omentum in this 
way as soon as the infected area is opened and then uses 
gauze packings. The procedure protects the rest of the 
abdominal cavity from free pus which would result in 
peritonitis or secondary abscess. It requires little handling 
of the bowels and less packing. It requires a smaller 1n- 
cision. It ‘assures better and quicker drainage. It does 
away with too large a drain. It localizes any secondary 
hemorrhage. It causes less liability to the formation ot! 
post-operative adhesions. 
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Spinal Anesthesia in Gynecology. Grorce GeLLHorw, St. 
7 Surgery, Gynecology and Obstetrics, October, 
19 


Gellhorn reviews his results in 169 cases, laying particu- 
lar emphasis upon technic. He prefers it to inhalation 
narcosis, but not to the exclusion of the latter and, indeed, 
occasionally combined the methods. He finds advantages 
in the absence of nausea and vomiting and in the relaxa- 
tion of the abdominal walls with its consequent ease of 
manipulation and diminution of shock. Analgesia is not 
always perfect. Headaches, backaches, numbness in the 
legs, are occasional temporary after-effects, and aceto- 
nuria is not infrequently seen. Patients with pulmonary 
and cardiac lesions notoriously bear spinal anesthesia bet- 
ter than inhalation narcosis, and disturbances of these 
organs are comparatively rare after the spinal method has 
been employed. 


The Mortality in Cesarian Section. Grorce M. Boyp, 
American Journal of Obstetrics, September, 1914. 


The author reviews the histories of forty-eight Cesarian 
sections and concludes that the mortality resulting from 
the operation arises mainly from two factors—the skill of 
the operator and the condition of the patient. In clean 
cases operated upon before labor, the maternal mortality 
should not be more than from two to three per cent. The 
labor test does not necessarily contraindicate the classical 
operation provided the patient is under careful super- 
vision, but after the membranes rupture there is danger 
of infection. The classical operation should not be per- 
formed in cases in which there is undoubted infection; 
in these cases the extra or transperitoneal operation should 
be done. When the patient is seen late in labor and is 
undoubtedly infected, supravaginal hysterectomy should 
be performed, as the mortality of .Cesarian section is then 
very high, probably twenty-five per cent. 


The Surgical Treatment of Complete Prolapse of the 
Uterus. Emit Novak, Baltimore. Surgery, Gyne- 
cology and Obstetrics, September, 1914. 

Novak believes that the Watkins-Schanta operation 
offers a greater probability of cure than any other opera- 
tive procedure, but it is a major operation requiring 
greater skill than most abdominal operations for pelvic 
disease. Unless the uterus is small and atrophic so that 
it offers no support to the bladder, or unless there is a 
suspicion of malignant disease, it is better to retain it. 
Novak recommends Goffe’s method under these conditions 
Amputation of the cervix should be done only when it is 
long and hypertrophic or when it is ulcerated. An essen- 
tial of the transposition operation is a well-done perineor- 
thaphy. 


Notes on Vesico-Uterine Transposition. THomas J. 
Watkins, Chicago. Surgery, Gynecology and Obstet- 
rics, September, 1914. 

Watkins thinks this operation for prolapsus uteri which 
goes by his name should be performed before there is 
much protrusion through the vaginal orifice, as the pro- 
lapse increases after this takes place, and the greater the 
prolapse, the greater the dangers of recurrence after the 
operation. The cystocele, the most important patholog- 
ical condition, is cured by the operation. Occasionally a 
recurrence of the prolapse takes place except when the 
vaginal canal can be obliterated; but this can usually be 
remedied. The operator must conform his technic to each 
individual case. 


The Origin and Nature of Fetal Movements. Evarrts A. 
GraHAM, Chicago. Surgery, Gynecology and Obstet- 
rics, September, 1914. 

From a series of experiments and control experiments 
on pregnant guinea pigs, the author concludes that a suffi- 
cient degree of asphyxia in the fetus will produce more 
or less severe fetal movements, sometimes respiratory at- 
tempts, or they may even become severe muscular con- 
tractions simulating general convulsions from C O: pois- 
oning in adults. All of the generally recognized fetal 
movements except those concerned with swallowing and 


sucking have been experimentally produced by methods 
which induce asphyxia of the fetus. The sitlien thinks 
that the active movements of the fetus felt by many preg- 
nant women toward the end of pregnancy are expressions 
a a more or less severe but transient asphyxia of the 
etus. 


A Study of the End-Results of Interposition of the 
Uterus. J. O. Potak, Surgery, Gynecology and Ob- 
stetrics, October, 1914. 


From a survey of his cases, Polak states that the opera- 
tion of interposition of the uterus should be limited to 
women at or near the menopause who have small uteri. 
If the operation is performed in those still menstruating, 
the tubes should be ligated to produce sterility. He finds 
that cases of prolapse in which the sliding takes place in 
the post-pubic cleavage line are not helped by this opera- 
tion. Morbidity following the procedure is due mainly to 
imperfect hemostasis and vesical injury. In anteverting 
the uterus, its anterior wall should rest on the fascial 
plate just behind the pubis and the fundus should not be 
brought under the arch because excessive anterior dis- 
placement favors recurrence and interferes with drainage. 
The uterus should always be curetted and the scrapings 
submitted to microscopic examination. 


Can Surgery be Eliminated in the Treatment of Fibroid 
Tumors of the Uterus? Joon A. McGuinn, Sur- 
gery, Gynecology and Obstetrics, October, 1914. 


While the author admits that Roentgentherapy has an 
important place in the treatment of fibroid tumors of the 
uterus, he asserts that surgical measures constitute the 
treatment of preference and cannot be supplanted. The 
surgeon and the x-ray operators should not compete with 
each other in the treatment of these neoplasms but should 
cooperate. 


The Treatment of Inoperable Carcinoma of the Uterus 
by Application of Heat. J. F. Percy, Galesburg. 
Surgery, Gynecology and Obstetrics, October, 1914. 


By means of an electric heating iron, a water-cooled 
speculum and a vaginal dilator, Percy applies heat to the 
carcinoma mass without destroying the normal cells. Can- 
cer is destroyed when the temperature in the mass is 
raised from 122° F. to 131.9° F., while the normal tissues 
remain unchanged until the temperature is higher than 
131° F. Cauterization is not aimed at, but the production 
and dissemination of heat in the cancer mass. Too much 
must not be attempted at one sitting, as these patients 
cannot endure a long anesthesia. Percy advises against 
the preliminary use of the curette. By this method he 
believes that fifty per cent of practically hopeless cases 
can be rendered free from recurrence for a period of five 
years. 


Additional Observations Upon the Operative Mobiliza- 
tion of Ankylosed Joints With Reference to the 
Ultimate Results of Arthroplasty. (Weitere Erfah- 
rungen ueber die Operative Mobilisierung Ankylo- 
sierter Gelenke, mit Bemecksichtigung des spaeteren 
Schicksals der Arthroplastik.) E. Payr, Leipsig. 
Deutsche Zeitschrift fuer Chirurgie, Vol. 129. 


This is in reality a monograph of 120 pages dealing in 
detail with the results that Payr has obtained in the past 
four years. Many interesting observations are made of 
the evolution of the joint surfaces after operation, the 
development of new nerve supply, the muscle and nerve 
reflexes, the alterations in the bones entering the diseased 
area, etc., etc. The indications for operation and the im- 
portant post-operative treatment are carefully analyzed. 
Of the last 22 operations, most consisted in interposition 
of soft parts. Eleven of the operations were upon the 
knee joint. Two were failures and the results were very 
good in seven. Of the three operations on the hip joint, 
the results were excellent in two, poor in the third. Two 
excellent and one good result in three elbow cases, two 
good results in finger ankylosis, and a failure in a shoulder 
case complete the list. 
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The Clinical Picture of Osteochondritis Deformans 
Juvenilis. Dr. Branves, Kiel, Medizinische Klinik, 
July 12, 1914. 

The author summarizes the present state of our knowl- 
edge concerning this new clinical entity. His own experi- 
ence includes ten cases observed in the Kiel Surgical Clinic. 
The disease is one occurring in children from three to 
fifteen years of age, more often in boys than in girls. 
The onset is gradual with the appearance of a limp and 
very slight pain. The limp increases until it is very pro- 
nounced. Examination reveals slight atrophy of the af- 
fected leg with prominence of the trochanter. Pain is re- 
ferred to the hip. There is no pain on pressure or jolt- 
ing of the limb. There is shortening of the affected limb 
of not over 2 cm. Flexion, both active and passive, is 
free, but there is very marked limitation of abduction at 
the hip. This is the characteristic feature. Rotation and 
adduction may be slightly impaired. 

The course is exceedingly chronic, the disease however 
usually finally healing and having a fairly sound ex- 
tremity. Roentgen examination shows various degrees of 
destruction of the head of the femur. The process begins 
subchondrally and rarely attacks the acetabulum. 

The author points out that the pathological character- 
istics are not the same as those found in senile osteo- 
arthritis, and that this disease occurring in childhood has 
a distinct course and pathology and must be considered 
a clinical entity. 

The prognosis is good and the disease must be clinically 
differentiated from coxa vara and acute coxitis. 


Sacro-Iliac Displacement. James K. Youna, Philadel- 
phia, Interstate Medical Journal, August, 1914. 


Many cases of rebellious sciatica, lumbago, backache and 
kindred affections find their etiology in some abnormality 
of the sacro-iliac articulation. The normal tonicity of the 
pelvic ligaments are prone to suffer in instances of passive 
congestion, menstruation and pregnancy. 

The simplest abnormality of the sacro-iliac joint is strain 
whose disappearance depends upon the correct reciprocal 
action being readjusted between the various groups of 
muscles. If the strain continues, however, there results 
a sudden or gradual displacement or giving away of the 
ligamentous attachments, associated with pronounced in- 
stability of the joint. Slight luxations are prone to affect 
other joint structures in the pelvic girdle. 

The clinical varieties are (1) traumatic, (2) static. The 
former may follow very slight trauma as a misstep. The 
latter is mechanical in character and is divided into a neu- 
rotic and a uterine variety. Likewise the locking of the 
sacro iliac articulation through enlargement of the trans- 
verse process of the last lumbar vertebra may also give 
rise to sacro-iliac strain. 

The symptoms are pain, limitation of motion, abnormal 
mobility and changes in attitude. 

Reduction may occur spontaneously, but recurrences 
are usual. When reduction cannot be effected spontaneous- 
ly, place the patient on his face, produce forced extension 
with traction on the limb, or place the patient between two 
chairs, a foot and a half apart, and make downward pres- 
sure over the site of the joint. It is sometimes necessary 
to resort to forcible correction under anesthesia. The 
joint is then immobilized by plaster or an orthopedic ap- 
paratus. In the after-treatment massage, electricity and 
vibration are of greatest importance. 


Bone Transplantation Into the Spinous Processes of 
the Vertebrae for the Cure of Tuberculous Spine 
Disease. CuHarits M. Jacoss, Chicago.  I[Ilinois 
Medical Journal, August, 1914. 


From a study of nine cases which the author reports in 
detail, he draws the following conclusions: 

1. In children, with caries of the cervical, lower dorsal 
and lumbar vertebrae, conservative treatment should be 
the first resort; in middle and upper dorsal Pott’s disease 
or where conservative treatment has been tried with dis- 
appointing results, Albee’s surgical method is the treat- 
ment par excellence. 

2. In adults, where time plays an important part and 
where rapid results are desired, surgical treatment is the 
method of selection. 


3. The value of a good skiagraph of the tuberculous 
area of the spine cannot be overestimated. A definite 
knowledge of the extent of the pathologic process should 
be had before proceeding to operate. Success here de- 
pends, primarily, upon the graft being implanted into the 
spinous processes of all of the diseased vertebrae and at 
least two contiguous vertebrae above and below them. 

4. Too early reliance cannot be placed on the strength 
of the bone graft. It takes time for the splint to become 
securely fixed by permanent callus. 

5. External support, either casts or braces, must not be 
disregarded for many months following the operation. 

6. Even with continuation of post-operative external 
support for a period of six to twelve months the duration 
of treatment is much shorter than the average duration 
under non-operative treatment. 

7. Albee’s surgical method incurs no serious risk to the 
patient. But the operator who has not been particularly 
trained for this work may expect unpleasant results. 


New York. 


Aperiosteal Amputation. H. H. M. Lyte, 
October 3, 


Journal American Medical Association, 
1914. 


Lyle advocates the aperiosteal method in amputations. 
Hirsch’s investigations showed that in the old method of 
stripping up periosteum cuffs to cover the bone many 
shreds of periosteum resulted and produced painful bony 
spikes, interfering with the function of the stump. He 
reintroduced the Celsian method of dividing periosteum 
and bone at the same level, adding to it massage, exercise 
and early use. Bunge went a step further and advised the 
removal of 1 cm. of periosteum and the scraping out of 
bone-marrow for a similar distance. This method had an 
extensive practical test in the Russian, Japanese and Bal- 
kan wars. Lyle quotes Ranzi’s statistics from Von Eisels- 
berg’s clinic of the results of aperiosteal amputations of 
the leg which were very satisfactory on the whole. The 
remarkable feature of that report is the number of stumps 
obtained .in infected cases. Lyle gives the technic in full. 
He concludes that while the osteoplastic method is ideal, 
it requires ideal conditions. The tendinoplastic is of lim- 
ited value, the periosteal, though employed by the majority 
of surgeons in this country, is inferior to other methods. 
The aperiosteal, in the advent of complications of healing, 
is the only one that will give a useful end-bearing stump 
and is the simplest and most generally practicable. 


Arthrotomy for Injuries of the Menisci by Longitu- 
dinal Incision Through the Patella. (Eroeffnung des 
Kniegelenkes bei Meniscus-verletzungen durch Laengs- 
schnitt mitten ueber die Patella und deren Durch- 
saegung.) P. BasitzxK1, Kiew. Deutsche Medi- 
zinische Wochenschrift, July 30, 1914. 


The usuai methods of operating upon the knee-joint are 
generally plannned for ankylosis following the operation 
(tuberculosis, neoplasm). The author finds that the opera- 
tions devised for exposure of the joint in order to treat 
injuries of the menisci are inadequate, because the expo- 
sure is incomplete. After study on the cadaver Babitzki 
employed the following technic with excellent result: Free 
vertical, incision crossing the patella. The latter is fixed 
by slightly flexing the knee and is longitudinally divided 
through its middle. The halves are then forced to the 
lateral aspects of the condyles, and rotated outwards at 
the same time. An excellent exposure of all the recesses 
of the joint is thereby obtained, the joint being fully 
flexed. The wound is sutured in layers, suture of patella 
being unnecessary. 


Contribution to the Study of Syphilis of the Bladder. 
(Contribution lEtude de la Syphilis Vésicale.) G 
Gayet and Favre, Lyons. Journal d’Urologie Méd'- 
cale et Chirurgicale, July 15, 1914. 


syphilis is generally considered an extremely 
Until 1900 the diagnosis was made only on the 


Vesical 
rare lesion. 
basis of results from anti-syphilitic treatment. Mat- 
zenauer then demonstrated the first case by cystoscopic 
examination; about twenty cases of tertiary lesions have 
since been demonstrated. The lesion may consist of a 
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tumor, senile or pedunculated, that resembles a polyp in 
every way. Or it may consist of a series of papillomata 
of varying sizes, the group being generally situated near 
the trigone. Ulcerations may be the only visible lesions 
in a third group of cases. Specific treatment has resulted 
in retrogression of the lesion in every reported case. 

Three cases are reported by the authors. The first was 
a tabetic suddenly seized with hematuria. Cystoscopy re- 
vealed multiple ulcers; mixed treatment was promptly 
curative. The second, a female, complained of hematuria 
of one week’s duration. Examination revealed a gumma 
of large size in the ureteral region. Its gradual disappear- 
ance under anti-syphilitic treatment was observed at fre- 
quent intervals. The third case is incomplete. The pa- 
tient acquired syphilis twelve years before. Hematuria of 
vesical origin developed, and cystoscopy revealed an ulcer- 
ative cystitis. Hematuria rapidly disappeared upon mixed 
treatment and the ulcerations are now healing. 

The authors believe that many cases of cystitis in which 
the diagnosis has not been established may prove to be of 
syphilitic nature. The diagnosis depends upon the history, 
the presence of other syphilitic lesions, the Wassermann 
reaction, and, above all, upon the results of specific treat- 
ment. 


Present Status of the Verumontanum in Deep Urethral 
Diseases. J. A. Hawkins, Pittsburgh. New York 
Medical Journal, October 10, 1914. 


As the result of fourteen years’ observation, Hawkins 
is convinced that the verumontanum is the seat of most 
genito-urinary neuroses. The symptoms of inflammation 
of the verumontanum are the following: 

1. Sacral pains. 2. Pain or burning in the distal inch 
of the urethra. 3. Urinary frequency with effort to expel 
what seems to be “the last drop”; sometimes the tenesmus 
is followed by the appearance of a drop of blood. 4. A 
sense of fullness or heaviness, in the region of the deep 
urethra, or reflected to the perineum or rectum, is very 
common. This is particularly marked during or after 
coitus, and’ during ejaculation sharp pain may be felt in 
this location due to a stenosed condition of the puncta 
jaculatoria. The sexual apparatus usually shows some 
evidence of irritability. 5. Frequent and prolonged erec- 
tions without sexual or mental excitations are not uncom- 
mon. 6. Pollutions may be frequent; the continued en- 
gorgement of the structures involved tends to increase the 
inflammatory process. Later, the opposite train of symp- 
toms becomes apparent. Loss of sexual desire, weak or 
unstable erections with premature, delayed or incomplete 
ejaculations. 7. Pruritus ani is not uncommon. 8. Hypo- 
chondriasis is quite frequent, as before stated. 9. Shreds 
in the urine are inconstant; they may be absent today and 
present tomorrow. 10. Discharge, principally of mucus 
plus epithelium, is commonly observed and noted with 
suspicion by the patient. 11. Examination per rectum will 
in a few cases show vesiculitis seminalis and prostatitis, 
either or both, and these conditions should first be cor- 
rected. 

The malady is most common in bachelors, and is usually 
due to unsatisfied desire or masturbation. The diagnosis 
is readily made with the urethroscope. Hawkins treats 
such cases by direct applications of 15 or 20 per cent silver 
nitrate. To relieve the burning following the application, 
he instils some charcoal filtered cylinder oil. He also rec- 
ommends the Oudin high frequency current applied 
through a Wappler cystoscope. The prognosis is fairly 
good. Hawkins admits that some cases are incurable by 
these methods of treatment. 


Circumcision in the Masturbation of Female Infants. 
RowLanp G. FreeMAN, New York. American Journal 
of Diseases of Children, August, 1914. 


The author believes that not enough attention has been 


paid to masturbation in female infants. The condition is 
usually due to an adherent clitoris, which is often com- 
pletely buried in the prepuce. The simple breaking up of 
the adhesions is very painful and often leads to no result 
since the adhesions reform in a short time. The author 
therefore advocates a complete removal of the foreskin of 
the clitoris and cites cases in which this operation has been 
of lasting benefit. 


The Serum Diagnosis of Gonorrheal Infection. R. L. 
Jones and I. Simons, Nashville, Tenn. The Urologic 
and Cutaneous Review, July, 1914. 


This is an analysis of 206 cases in which the specific 
serum reaction for gonorrhea was studied. The paper 
deals with the clinical results, not with technic. The au- 
thors conclude that: 1. The test is even more accurate 
than the analogous Wassermann test for syphilis. 2. It 
is of the greatest value in chronic cases where the zono- 
cocci are tound with the greatest ditfticulty. 3. One hun- 
dred per cent of positive results are obtained in cases pre- 
senting complications of urethral gonorrhea. 4. Chronic 
uncomplicated gonorrhea gives a positive reaction; this 
disappears when the case is cured. 5. No non-gonorrhoic 
has given a positive test. 6. A negative blood test is ad- 
visable in a candidate for matrimony who gives a history 
of previous gonorrheal infection even though apparently 
cured. 


Treatment of Unlocalized Intracranial Injuries Through 
a Subtemporal Approach. V. P. Bzair, St. Louis. 
—- American Medical Association, September 
, 1914. 


Blair advocates for the treatment of cases of intracranial 
injuries where the local lesions cannot be directly deter- 
mined, the use of single or bilateral subtemporal decom- 
pression and drainage of the subdural space. The oper- 
ation is easily and quickly performed, leaving the defect 
in the least exposed position and protected by the tem- 
poral muscle. With the finger in this opening a large part 
of the orbital surface of the frontal lobe, the under sur- 
face of the temporal lobe and a fair part of the convexity 
of the hemisphere and inner surface of the skull can be 
explored. Clots and also pulpefied parts of the under sur- 
faces of the temporal and frontal lobes can be withdrawn 
so that the drainage prevents a further accumulation of 
blood and rapidly clears the cerebrospinal fluid. If a 
disinfectant, such as hexamethylentetramin, is used, the 
drainage of the cerebrospinal fluid insures its dissemina- 
tion throughout the several subarachnoid spaces, and 
finally the operation allows for a certain amount of ex- 
pansion of brain, insuring a freer circulation and possibly 
accommodation for a hidden clot. Blair reports experi- 
ments on animals in which, however, the human condi- 
tions could not be exactly duplicated, and gives the statis- 
tics of this operation in the City Hospital, St. Louis, for 
the two years, 1910 and 1912. In sixty-three patients not 
operated on who lived more than two hours, 35 per cent 
survived as against 57 per cent of those operated on. The 
series of operative cases is too small to afford statistical 
conclusions of value, but he has lately made comparisons 
between these results and a running series of eighty basal 
cases not operated on in another service. In these there 
were seventeen deaths within two hours after injury, 
leaving sixty-three in which there was a survival for two 
hours or more. In this non-operative sixty-three only 35 
per cent survived. The time of operation is important. In 
half of the successful cases, but in only one-third of the 
fatal cases, the operation was done within two hours after 
the injury. Next to disturbance of the sensorium the most 
constant single sign of severe brain injury Was disturbance 
of the pupillary reflex. Of patients giving this sign in the 
series without operation, 27 per cent recovered; in the 
series with operation, 57 per cent. After watching the 
operated series here presented, he concluded to open sub- 
temporally every skull seen early with supposed unlocal- 
ized brain injury and believes it is a good procedure. He 
describes the technic, which is simple. If carefully and 
gently done, he does not believe it is liable to produce any 
real damage. It might hasten death by a few hours or 
minutes of a patient with rupture of one of the large 
cerebral arteries, but such a patient would be unconscious 
and already doomed. 


A Few Practical Points on the Treatment of Leg 
Ulcers. A. Ravocii, Cincinnati. Journal American 
Medical Association, August 1, 1914. 


Ravogli gives some practical points on leg ulcers. 
Their causes may be traumatism, constant irritation, me- 
chanical, bacterial, dynamic, electrical action, or all com- 
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bined, producing infiltration and molecular disintegration 
of tissues and resulting ulcer. In many cases occupation 
requiring long standing, etc., may be the cause. The re- 
lation of ulcer to varicose veins is still in dispute as it 
does not follow varicosity in all cases. The gouty di- 
athesis, trophoneuroses, and local asphyxias have 
been suggested as causes. Bacteria have been found in 
Ravogli’s examination, most frequently B. pyocyaneus. The 
process is one of infiltration and softening of tissues cut- 
ting off the nutrition, invasion of bacteria, gangrene and 
sloughing. The three periods of necrosis, sloughing and 
reparation should guide the treatment. The first period 
is marked by acute inflammatory symptoms. The patients 
usually go to the druggist and ask for a salve which re- 
lieves the pain but makes the condition worse, by ob- 
structing the sloughing off of the gangrenous masses 
retaining the bacteria-laden secretion and increasing the 
inflammation. The best application for this period is 
water at 80 or 90 degrees temperature and containing 
some antiseptic preparation. Ravogli uses sodium bicar- 
bonate or biborate in the water. If the ulcers are very 
foul solutions of mercuric chlorid, from 1 to 5,000 to 1 
to 2,000, either as a continuous bath or in moist com- 
presses. But as soon as the odor has been overcome he 
goes back to the bicarbonate or biborate solution. In 
some cases, especially when B. pyocyaneus is present he 
has found phenol useful, in warm water. If the patient 
can be recumbent with the leg elevated the pain and in- 
tlammatory symptoms will subside sooner and the ulcers 
show a clean surface with healthy granulations. In this 
condition it needs to be dressed with some remedy which 
will cover and protect the granulations and remove the 
secretions and keep the surface sterile. One of the oldest 
standbys has been a mixture of castor oil and from 10 to 
50 per cent of balsam of Peru. When this is irritant he 
changes it for some more suitable application. Many 
remedies which favor the granulation delay the forma- 
tion of epithelium and for this remedies producing oxygen 
seem to be called for. For many years Ravogli has used 
diachylon salve containing 1 gram of ichthyol to the ounce. 
He still uses this in obstinate cases, but in ordinary cases 
he finds useful petrolatum with 2 per cent boric acid on 
a piece of lint changed twice a day. Various preparations 
have been recommended by authors some of which are 
mentioned. Ravogli objects to the use of thick paste. 
During the process of repair it must be aided by proper 
measures. Internal treatment must be given according to 
the condition of the patient. In his hospital service he 
always advises the use of potassium iodid, knowing that 
phlebitis is often originated, maintained and aggravated 
by a leutic taint. An alkaline purgative is recommended 
when constipation is present and there is some gouty ten- 
dency. In case of anemia from poor nutrition proper 
remedies should be given. After recovery to prevent re- 
lapse he advises the patients to bathe the Ah twice a day, 
to massage the affected leg with 2 per cent alcoholic solu- 
tion of phenol and when dry dust it with rice powder or 
talcum powder, also to wear during the daytime a well- 
fitting elastic stocking. 


Remarks Upon the Effects Observed in the Use of 
Mixed Toxins (Colby) in Certain Cases of Sar- 
coma. T. W. Harner, Boston. Boston Medical and 
Surgical Journal, August 13, 1914. 


Harner’s conclusions are based upon observation of 91 
cases; for various reasons, only 32 of these cases are 
valid to determine the end results. 

The treatment of primary or recurrent inoperable 
sarcoma with mixed toxins must be intensive. The 
severity of reactions may be lessened by certain measures 
and I see no contraindication to such humane practice. 
The increment of dose and the interval between injections 
requires some experience but, even after a considrable 
experience, this method of treatment is always uncertain. 

2. This method of treatment is so uncertain and so 
distressing that, 

(a) Its institution is unjustifiable in any case in which 
operative measures of reasonable safety offer possible 
hope of removal. 

(b) A frank statement of the nature and severity of 
the reactions and the possibility of benefit should be made 


to the patient or some responsible person before treat- 
ment is instituted. 

(c) It should be instituted in no case unless proven 
microscopically to be sarcoma. 

(d) Its institution is unjustifiable in all cases of in- 
operable sarcoma. 

3. The percentage of apparent cures may be regarded 
as varying from 9.4 to 188. 

This study suggests that the toxins offer no ex- 
pectation of benefit in cases with multiple melanotic 
growths, in cases with mixed cell growths, in cases with 
intra-abdominal growths, and in cases with growths aris- 
ing from subcutaneous tissue or bone, excepting perhaps 
giant cell growths. It suggests that they may be legiti- 
mately tried in cases with single melanotic growths. It 
suggests that they are apparently of value in cases with 
Sarcomata arising in nose and accessory sinuses, whether 
spindle cell, giant cell, or round cell. 

; The operative treatment of true giant cell tumors 
gives in the majority of cases such good results that the 
toxins are not indicated. Their use is, however, warranted 
in those cases in which the growths are so situated that 
complete surgical eradication is impossible (such as giant 
cell tumor of the spine) and in these cases, I believe that 
the attack should be primarily surgical, followed imme- 
diately by toxin treatment. 


The Significance of the Thymus Gland in Graves’ 
Disease. W. S. Hatsreap, Baltimore, Bulletin of The 
Johns Hopkins Hospital, August, 1914. 


_ In this paper, which was read before the Harvey Society 
in New York Halstead discusses the relation of the thymus 
gland to the symptoms of Basedow’s disease. Especially 
within the past few years has attention been called by 
several European surgeons to the fact that in many cases 
of Graves’ disease the thymus gland is pathologically en- 
larged. Garré and Capelle have shown that after thymus 
extirpation the blood picture returned to normal exactly 
as after strumectomy. The juice expressed from an en- 
larged thymits, when injected into animals, produces the 
Kocher blood picture. Prompt implantation of normal 
thymus in thyroidectomized dogs prevents the appearance 
of cachexia strumipriva. Typical Basedow symptoms have 
been produced by the intraperitoneal implantation of hyper- 
plastic thymus. 

These facts all go to prove the close relation existing 
between thymus and thyroid. Within the past year von 
Haberer has reported quite wonderful results in several 
cases of extremely severe Graves’ disease in whom re- 
moval of a portion of the enlarged thymus led to a prompt 
recovery in apparently hopeless cases. 

Halstead reports two cases of his own in whom portions 
of the thymus were removed together with partial thy- 
roidectomy. Both cases were greatly improved, though 
it is not possible to say how much was due to the thymec- 
tomy. The results of the combined operations have been, 
without exception, remarkably good; unmistakably better 
than when the thyroid alone is operated upon. Particu- 
larly striking has been the relative absence of the reaction 
which is usually observed in the 36 or 48 hours following 
thyroid lobectomy. 

The Roentgen-ray and the percussion note over the area 
occupied by the thymus may give useful information; but 
the absence of both dullness and shadow does not exclude 
the persistence of the gland, nor do we know as yet how 
small a thymus may be responsible for the symptoms. It 
has been estimated as a result of non-operative clinical 
investigation that in about 40 per cent. of all cases of 
exophthalmic goiter the thymus is persistent. 


The exact relationship existing between the thymus and 
thyroid glands has not yet been determined, though there 
is much evidence being brought forward that the former 
may be more closely associated with vagotonic symptoms, 
the latter with sympathetico-tonic. 

The author believes that in severe cases after tying off 
the arteries, thyroid lobectomy should be done, and that 
if one is confronted with an enlarged thymus, a partial 
resection of the gland is indicated. 
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